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During the past ten years, several contributions have been made 
with reference to the frequency and importance of infantile con- 
vulsions, the subject having been more or less ignored from 1901 
when Bullard and Townsend * published an article entitled Con- 
vulsions in Children, until 1919 when Morse’ made his valuable 
contribution under the title of Convulsive Disorders of Childhood, 
and followed it by a second article on the same subject in 1922. 
Since that time, several papers relative to this subject have ap- 
peared in the various journals by Withers,” Thom,* Burr,’ Patrick 
and Levy,’ Still,” discussing some aspect of infantile convulsions 
and their relation to the chronic convulsive disorders of later life. 


* Read at the joint session of The American Psychiatric Association and 
The National Association for the Study of Epilepsy at the eighty-second 
annual meeting of The American Psychiatric Association, New York, 
June 8, 1926. 

*Convulsions in Children. Boston M. & S. J. 146: 233. 

* The Convulsive Disorders of Childhood. J. A. M. A. 78: 175, 1922. The 
Relationship of Convulsions in Infancy and Childhood to Epilepsy. Am. J. 
Dis. Ch. 18:73; 1919. 

* Convulsions in Infancy and Childhood. Ill. Med. J. 37: 307; 10920. 

*The Relation Between Infantile Convulsions and the Chronic Con- 
vulsive Disorders of Later Life. Arch. Neur. & Psych. 11: 664; 1924. 

*The Relation of Infantile Convulsions to Epilepsy. Arch. Ped. 39: 303; 
1922. 

* Early Convulsions in Epileptics and in Others. J. A. M. A. 82: 375; 1924. 

*Convulsive Disorders in Infancy, Common Disorders and Diseases of 
Childhood, Third Edition, 1920. 

Epilepsy in Infancy, Common Disorders and Diseases of Childhood, 
Third Edition, 1920. 
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A general summary of this literature presents evidence which 
indicates that there is more than a casual relationship between 
infantile convulsions and the chronic convulsive disorders, as well 
as mental deficiency. The frequency with which one obtains a his- 
tory of convulsions prior to the fourth year, in the epileptics of 
adult life, is in itself significant, although the figures in no way 
correlate with the incidence of infantile convulsions in a non- 
epileptic group. 

Still" has pointed out that a comparatively small number of the 
individuals who have convulsions ever become epileptic. On the 
other hand, Osler* found that 40 per cent of the cases under his 
observation, which were diagnosed as epileptic, gave a history of 
infantile convulsions, while the author found that 51 per cent of 
the cases at the Monson State Hospital, where adequate histories 
could be obtained, showed that the patient had his first convulsion 
prior to the fourth year of life. 

The evidence that there is a relationship between infantile con- 
vulsions and the chronic convulsive disorders of later life appears 
to be no less striking, when the subsequent histories of a group of 
children having convulsions prior to the fourth year of age were 
carefully investigated, in an effort to determine the effect, if any, 
on the subsequent medical history of these children ; that is, are the 
children who have suffered from infantile convulsions in early 
life more likely to become epileptic and mentally deficient than a 
similar group of children who have not been afflicted by con- 
vulsions ? 

Notwithstanding the fact that one is not prepared at this time 
to state whether the convulsions were the cause or the effect of the 
clinical evidence of a damaged nervous system, which is so com- 
monly seen in later life (in those cases having had infantile con- 
vulsions) it seems, at the moment, sufficiently important to point 
out that, with the evidence at hand, there is undoubtedly a rela- 
tionship between these infantile convulsions and the brain damage, 
bearing in mind that the convulsion may be only a symptom of a 
damaged nervous system, or that the convulsion or series of con- 
vulsions may have produced the damage. 

This summarizes the conclusions presented by the author in 
a paper read before the Association for Research in Nervous and 


* Epilepsy—The Principles and Practice of Medicine. Ninth Edition 1922. 
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Mental Diseases in 1922, and, in a general way, correlates with the 
findings of Dr. Morse ’* published in 1919, and those of Patrick and 
Levy * published in 1924. 

With this information at hand we should no longer accept with- 
out question the time-honored statement of many pediatricians and 
general practitioners that convulsions in children need not be con- 
sidered seriously and that they are comparable to a rise in tempera- 
ture and probably not more important. 

This present contribution attempts to deal with a group of un- 
selected cases, while the writer’s previous contribution dealt en- 
tirely with children who had attended the clinics at the Massa- 
chusetts General, the Children’s and the Infants’ Hospitals. The 
data being presented were gathered from a fairly unselected group 
by a house to house canvass. The general information as to the 
families who had had children with infantile convulsions was 
obtained by a group of community health nurses, while the infor- 
mation pertaining to the particular child or children having con- 
vulsions was obtained by trained psychiatric social workers. 

In order to find out whether infantile convulsions, as such, 
are of medical significance and worthy of serious consideration, 
their general frequency must be determined. It is also important 
to try to evaluate whether the convulsions are simple manifesta- 
tions of a temporary hyper-excitability of the nervous system, or 
whether they represent some defect in the pattern of brain struc- 
ture and cells, or an active pathological process, which has damaged 
more or less permanently the cortical structure, allowing function 
on a lower level to express itself uninhibited. 

The answer to these questions might be found, in part at least, 
by following for a period of years, a group of children who had 
had infantile convulsions, in order to determine the course of their 
subsequent medical histories. Are these children more prone to 
develop epilepsy or fail to develop intellectually than a non- 
convulsive group of children? 


SHOWING FREQUENCY OF CONVULSIONS IN 1739 FAMILIES. 
Total number families visited 
Total number children (living and dead) in all 

Total number families having no convulsions. 1446 


Total number families in which there are con- 


eas 203 = 17% of families 
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CHILDREN. 


(Convulsive and Non-Convulsive. ) 


Total number living children, with or without convulsions......... 4806 
Total number dead children, with or without convulsions.......... 556 
NON-CONVULSIVE GROUP. 

Total number living children without convulsions................... 4503 
Total number dead children without convulsions................... 494 
CONVULSIVE GROUP. 

Total number living children with convulsions............ 303 
Total number dead children with convulsions............. 62 
365 = 6.7% 


Nore.—286 had convulsions prior to the fourth year, in the living group 
or 54 per cent. 

The above figures indicate that infantile convulsions occur 
67 times in every 1000 cases, or about once in every 14 cases. This 
figure is somewhat lower than that found by Walton and Carter’ 
who studied the incidence of convulsions in a group of unselected 
cases and found it to be 111 per thousand, while Bullard and 
Townsend’ from their study of cases seen at the Out-Patient 
Department of the Massachusetts General Hospital, found that 
slightly less than 10 per cent had infantile convulsions, or 19 out 
of 195 cases. 

It may be stated, therefore, that the incidence of infantile con- 
vulsions in children probably ranges between 7 and 10 per cent. 

The significance and importance of infantile convulsions can 
only be further evaluated when they are studied: (1) In relation 
to the inherent neurotic stability of the child. (2) In relation to 
the disease process with which the convulsion was first associated. 
(3) After a sufficiently large number of cases has been studied, 
indicating what the subsequent effects of these convulsions on the 
individual have been. 

The convulsion may be only one of the many manifestations 
indicating that we are dealing with a highly unstable nervous 


°On the Etiology of Epilepsy with Special Reference to the Connection 


Between Epilepsy and Infantile Convulsions. Boston M. & S. J. 125: 485, 
1891. 
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system ; that is, the child may react to all stimuli, both internal and 
external, in a very exaggerated or abnormal way, as is seen in the 
constitutionally neurotic child. It is also of importance to know 
whether the first convulsions were associated with meningitis or 
encephalitis, or some simple indiscretion in diet, or slight rise in 
temperature. (4) Conclusions can only be drawn that are worthy 
of consideration, if information has been gathered on a series of 
cases sufficiently large to obviate a similar happenstance. 

This investigation brings up three important problems: 

1. Are infantile convulsions to be considered an important 
factor in the causation of convulsive disorders ? 

2. Are they to be considered as evidence of instability of the 
central nervous system, of which the convulsive disorder is only 
a symptom? 

3. Do the convulsions, in themselves, produce brain damage, 
which not only arrests but destroys brain structure, leading to 
varying degrees of mental deficiency ? 

From the investigations made prior to 1922, that is the study of 
selected cases from the Massachusetts General, the Infants’, and 
Children’s Hospitals, we found 39 per cent of the children having 
infantile convulsions prior to the fourth year of age either became 
epileptic or mentally deficient. This group, to be sure, must be 
considered more or less selected, inasmuch as they were taken 
from cases going to the hospital clinic. But these findings were 
sufficiently striking to impress one with the importance of con- 
vulsions as being either an etiological factor in the production of 
a chronic convulsive disorder, and bringing about changes that 
resulted in mental deficiency, or that the convulsion itself was a 
symptom of some underlying pathological condition, and, as such, 
has considerable prognostic value. 

In the present study of 265 cases, gathered from a house to 
house canvass, and quite unselected, we find that 29 per cent are 
either mentally retarded or epileptic. That 29 per cent of these un- 
selected cases having infantile convulsions should either develop 
a chronic convulsive disorder or become mentally deficient presents 
a matter of grave concern. Although the percentage may be 
higher than what one would expect to find in clinical experience, 
it is in keeping with the results of our previous investigation of 
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the general hospital group where 39 per cent either became 
epileptic or mentally deficient.” 

The next and perhaps the most important aspect of the entire 
problem is that of determining the factors concerned with these 
infantile convulsions that would tend to give in one group a 
particularly grave prognosis, and the following questions are 
immediately suggested : 

1. Are convulsions associated with acute infections to be con- 
sidered more malignant than those occurring with gastro-intestinal 
upsets ? 

2. Is there any significance attached to convulsions which are 
precipitated by some physiological condition ? 

3. What is the significance of a rather large group of infantile 
convulsions occurring spontaneously and unassociated with any 
apparent physical or psychological causes? 

4. Are we still to believe that the convulsive phenomena which 
are so frequently a part of the picture of tetany are entirely 
innocuous ? 


5. Is the age of onset of the first convulsion a factor which 
carries with it considerable prognostic value? 

6. Is there any particular age that we may expect the first con- 
vulsion to be a fore-runner of epilepsy? 

7. Is there an age period where the convulsion may represent 
simply a momentary irritability of the nervous system, as yet 
unstabilized by complete myelinization of the nerve sheath? 

8. Is there a group of convulsions occurring which, in them- 
selves, are not manifestations of disease, but which leave behind 
irreparable damage to the nervous system? 

The answer to many of these questions must be postponed for 
the moment until a group of cases sufficiently large, the contribu- 
tions of several investigators, has been adequately studied. 

From an analytical study of the 265 cases, we find that there is 
little or no relation between the exciting factor of the first con- 
vulsion, that is, whether it was associated with trauma, gastro- 
intestinal upset, or an acute infection, and the likelihood of the 


*” From statistics gathered at the Psychopathic Hospital on 109 children 
having convulsions prior to the fourth year of age, 64 per cent were below 
normal intellectually or epileptic. 
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convulsion’s persisting or the child’s intellectual equipment being 
impaired. 

Of the 265 cases, 42, or 16 per cent, were mentally deficient, and 
35, Or 13 per cent, were continuing to have convulsions. The 
incidence of mental deficiency and epilepsy was almost twice as 
great in those cases where there was no apparent exciting cause 
for the first convulsion. 

This group of convulsive phenomena, occurring without any 
apparent cause, represents what we think of as epilepsy in adult 
life, but, unfortunately, we know of no way of making a differential 
diagnosis during this infantile period. The lack, however, of an 
etiological factor seems, in itself, to be of considerable importance. 

One gathers from the recent literature,” that the idea still pre- 
vails that convulsions associated with rickets and tetany need not 
be considered seriously. From my previous investigations, I was 
able to study the subsequent history of 29 cases that had received 
a diagnosis of tetany at the Massachusetts General Hospital Out- 
Patient Department, and the following information was obtained. 
Nine cases continued to have convulsions until patient died. Two 
cases were still living and having convulsions. Five cases were 
living but were mentally deficient. Thirteen cases living and 
apparently mentally and physically well. 

Withers* quite aptly states that one convulsion may alter the 
entire future of the child, cause spastic paralysis, idiocy or both. 
If it be that convulsions, so frequently associated with tetany, are 
but fore-runners of mental deficiency and epilepsy in later life, 
whether the incidence be as high as 30 per cent, or as low as 
IO per cent, it would seem very much worth while to direct our 
attention to this group of metabolic disorders, of which the con- 
vulsion is but one phenomenon. At the present time, there is a 
study of rickets being carried on by the Children’s Bureau, at 
New Haven, Conn., under the direction of Dr. Martha Elliot, 
which is already showing some rather interesting and perhaps very 
important clinical and therapeutic observations. 

The incidence of convulsions among II0I untreated cases of 
rickets was shown to be 47, or 4.27 per cent, somewhat less than 


Convulsive Disorders of Childhood. J. A. M. A. 78: 175; 1922. 


The Relationship of Convulsions in Infancy and Childhod to Epilepsy. 
Am. J. Dis. Ch. 18:73; 1919. 
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we found in our group of unselected cases, while in 350 cases, 
where treatment for rickets was instituted during the first six 
months, the convulsions occurred in only 1.5 per cent of the 
cases. There is in these observations, which of course must be 
carried further and carefully checked up, a strong suggestion that 
the treatment of the rickets and associated tetany may have a very 
direct effect on the frequency of infantile convulsions. If this be 
true, a clinical and therapeutic attack may be made on this fairly 
well understood disease called rickets, which will prevent no 
small number of infantile convulsions. There seems but little doubt 
that the logical approach to a more intelligent understanding of 
the convulsive phenomena would be brought about by a clinical 
and laboratory study of the therapeutic processes and bio-chemical 
changes, of which the convulsion is but a symptom, and that prob- 
ably little or nothing will be gained by studying the end results in an 
effort to isolate a common factor as the cause of all convulsive 
manifestations. 


SUM MARY. 


1. Infantile convulsions do not occur in a group of unselected 
cases more frequently than once in every 10 to 14 cases. 

2. There seems to be no prognostic value to the pathological, 
physiological or psychological factors with which the first con- 
vulsion is associated. 

3. Those cases where the convulsions occur without any apparent 
exciting factor (that is without trauma, teething, gastro-intestinal 
upsets, etc.) are invariably more significant and the prognosis 
should be more guarded than those cases where the convulsion is 
associated with some definite etiology. 

4. In a fairly large group of cases, the convulsion is but a 
symptom of an unstable nervous system, one that is unable to 
withstand the ordinary vicissitudes to which the normal child is 
subjected. 

5. There is undoubtedly a fairly large group of convulsive 
disorders in childhood where the convulsions are symptoms of an 
undiagnosed meningitis or encephalitis, which leaves behind ir- 
reparable damage to the nervous system. 
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6. The convulsion itself, though not associated with any devas- 
tating disease, such as meningitis, or encephalitis, may produce 
damage from which the brain never recovers, as seen in: 


(a) Some of the spastic conditions which follow imme- 
diately upon a series of convulsions. 

(b) Those cases following convulsions without neurological 
signs, but which have to adjust on a very much lower mental 
level. 


7. The convulsions associated with rickets and tetany may leave 
behind very definite damage to the nervous system. 

8. There is reason to believe that if the infantile convulsions 
associated with rickets, gastro-intestinal upsets, and acute infec- 
tions were looked upon more seriously, and a greater effort made 
to prevent their occurrence during early life, much epilepsy and 
mental deficiency might be prevented. 


DISCUSSION. 


Dr. Levy.—In Dr. Thom’s statistical formulation of the significance of 
infantile convulsions, I think the point concerning the unselection of the 
group is an important factor in securing this frequency and relating it to 
the frequency of infantile convulsions in an epileptic group. 

In a feeble-minded group, for instance, not epileptic, percentage of 
frequencies is said to increase with the severity of deterioration. For 
example, you will find a much greater number of infantile convulsions in 
idiots than in imbeciles and in imbeciles than in morons, and so on. If you 
study a group from a general dispensary you will find also a larger number 
of infantile convulsions than in groups from Better Baby Shows. 

So also in the infant welfare clinic since there is a correlation between 
feeble-mindedness and poverty, you should expect small though significant 
increase in the percentage of infantile convulsions. For that reason it is 
best to utilize groups from the general population, Better Baby Shows, for 
instance, where the reasons for coming are primarily for health exam- 
inations. In such groups the incidence varies from about 3-5 per cent. 
At Watseka, IIl., a rural community, the percentage of infantile convulsions 
was 5.1 in a group of 405 children. These children were for the most part 
under the age of three, which made the accuracy better than in a group 
of older children where the memory factor is an important consideration. 

Another group in a mining rural community had a percentage of 3.5, 
and a city group, Peoria, Ill., gave a percentage of 4.2. In all we now have 
data on some 2600 children in which the average frequency for the entire 
group is about 4 per cent. 
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That is not so accurate as a house to house canvass would be because 
these groups are weighted on the side of professional and business men 
who represent 18 to 20 per cent of the parents in the “ Better Baby Groups,” 
so called. 

The study of significance of type of convulsion was based on the same 
method of investigation that Dr. Thom has referred to. In reference to 
age at onset we found infantile convulsions occurring at birth or attributed 
to traumatic conditions were more likely to yield epilepsy in later life than 
the other types. All convulsions assigned to no cause were also less benign 
from the point of view of prognosis; most benign were convulsions occur- 
ring between 11 and 13 months and ordinarily called teething spasms. They 
have the least significance. 

I want to add that in a recent study an attempt was made to correlate 
other explosive phenomena of infants with infantile convulsions. This 
showed that where infantile convulsions occur in a family history, there 
is more likelihood of finding histories of breath holding and temper 
tantrums with head-banging. 

A child with infantile convulsions assumes five times the risk of the 
ordinary child of acquiring epilepsy, which in general is in keeping with 
Dr. Thom’s thorough work in this subject. 


Dr Murpocu.—In etiological studies of mental deficiency, we frequently 
see convulsions in childhood given as a cause. It would seem to me that 
instead of considering the mental defect as being a result of the convulsive 
seizures, we should consider both the convulsive seizures and the mental 
defect as due to the same underlying pathological condition or a potential 
quality of the nervous system and the degree of mental defect as dependent 
on the location of this pathological lesion. 


THE EPIDEMIOLOGY OF MENTAL DISEASE 
A PRELIMINARY DiIscussION.* 


By HENRY B. ELKIND, M.D., 
Medical Director, Massachusetts Society for Mental Hygiene, Boston. 


Is MENTAL DISEASE ON THE INCREASE? 


Is mental disease on the increase? We hear this question fre- 
quently asked, and often answered in the affirmative. In my 
opinion, mental disease is not on the increase, at least, has not been 
increasing since 1912. This conclusion is based mainly on statistical 
data for three states, Massachusetts, New York and Rhode Island. 
Because of limited time for this study, other states have not been 
included. 

At the present time it is impossible to state directly—that is, 
without recourse to hospital figures—how much mental disease 
actually exists in the general population. For this reason, all 
students of the question have had to turn to statistical data either 
in census or in hospital reports. There is no doubt that these 
sources are defective and very often incomplete. Nevertheless, 
they are the best available, and, what is more important, these very 
data have, in other hands, yielded conclusions quite opposite to 
mine. 

In this study, first admissions have been used as an index of 
incidence of mental disease in a state. In addition, other types of 
admission, such as “temporary care” and voluntary admissions, 
have been employed as supplementary indices of prevalence. 

In order to minimize error, analysis of statistics of single states 
has been preferred to analysis of combined statistics of states, be- 
cause of the many differences, both legal and administrative, be- 
tween states as to the conditions governing the admission of patients 
to hospitals for mental disease. 

Massachusetts is the state most fully studied. Graphs I and II 
show that, after eliminating minor fluctuations (which has been 
done here through means of a nine years’ moving average), mental 


* Read at the eighty-second annual meeting of The American Psychiatric 
Association, New York, June 8, 9, 10, 11, 1926. 
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disease is not on the increase in Massachusetts, at least has not been 
increasing since 1912. (Discussion of the apparent increase prior 
to 1912 will be taken up in a later section of this paper.) 


TABLE L* 


RaTEs oF First ADMISSIONS (REGULAR COMMITMENT ONLY) 
MENTAL DISEASE TO PuBLIC AND PRIVATE INSTITUTIONS 
IN THE STATE OF MASSACHUSETTS. 
1881 to 1925 Incl. 


WITH 


(Note.—Insane in Almshouses Prior to 1904 Not Included.) 


Rate per 


Rate per 
Year 100,000 Year 100. 90 
58.4 
61.0% 
64.2 
70.9 1925 . 77.4)I 
72.3 


* See Graphs I and II. 

+ Excluding dipsomaniacs from 1886. 

t Excluding voluntary admissions from 1891. 
§ Estimated. 

|| Including Federal Hospital No. 95. 


Graph III gives also since 1910 a fairly stationary rate of first 
admissions for New York and Rhode Island. 

Graph IV shows that since 1911, in Massachusetts, voluntary ad- 
missions have tended to diminish. Graph V suggests that since 1911 
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there is a marked tendency not to admit patients who are insane 
under voluntary status. No doubt, legal and administrative factors 
have brought about this diminution in voluntary admissions. Graph 
VI for New York indicates an increase since 1910, however, in the 


RATES OF FIRST ADMISSIONS*WITH MENTAL DISEASE 
TO PUBLIC AND PRIVATE INSTITUTIONS 
OF THE STATE OF MASSACHUSETTS 
FOR THE YEARS 1881-1923 INCLUSIVE 
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rate of voluntary admissions both for first voluntary admissions 
and for total voluntary admissions. This difference between New 
York and Massachusetts is probably due, for the most part, to 
differences in legal and administrative procedure. It is difficult, too, 
to know whether or not the increase, demonstrated for New York, 
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is real. Statistically we are troubled by the small numbers and the 
limited number of years. 

Graph VII brings out quite clearly the increasing use of “ tempo- 
rary care” admissions which were first permitted in Massa- 
chusetts in 1911. The question arises in connection with this chart 
as to whether or not “temporary care” admissions in themselves 
represent a homogeneous class of individuals. In the first place, it 
was impossible to separate out re-admissions from first admissions. 


TABLE IL* 


First ADMISSIONS TO PUBLIC AND PRIVATE INSTITUTIONS FOR THE 
MENTALLY ILL IN THE STATE OF NEW York. 
1909 to 1923 Incl. 


Number of Admissions and Rate per 100,000. 


No. of Rate per 
Year admissions 100,000 
1916 5,269 53.6 


Note.—Fiscal year ends June 30. 
* See Graph III. 


The result is that, since 1911, as the years have gone by, there is a 
tendency for the rates of incidence of new cases, because of an 
accumulative effect, to appear somwhat greater than they actually 
should be. Unfortunately, no correction can be made for this 
factor. Again, what proportion of these patients are insane? What 
proportion represent cases of insanity which, in other states, would 
be commonly admitted by regular commitment? What proportion 
represent admissions for the study of borderline disease or of spe- 
cial personalities? All these questions cannot be answered at the 
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present time, because the data are either defective or not available. 
In the case of the insane, however, Graph VIII tells us that there is 
a very slight (?) decrease in trend in the number of individuals ad- 
mitted by ‘‘ temporary care” admission who are eventually per- 


manently committed. In addition, the restriction of voluntary 


RATES OF FIRST ADMISSIONS*OF MENTAL DISEASE 
To PUBLIC AND PRIVATE HOSPITALS 
MASSACHUSETTS , RHODE ISLAND AND NEW YORK 
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admissions has tended somewhat to increase the “ temporary care ”’ 
admission rate. Graph IX suggests that since 1914, after the great 
initial rise in the rate of “temporary care” admissions slowed up 
(arith-log paper distorts this rise), the increase in the “ temporary 
care” admission rate roughly cancels out the apparent decrease 
in the rate of first admissions, so evident in Graphs II and III. 


| 


1927] HENRY B. ELKIND 629 


Graph X suggests that, since 1904, there has been a general 
tendency throughout the country for the rate of increase of occupied 
State hospital beds (per 100,000 population) to decrease. How- 
ever, this chart is not included to suggest that the fairly stationary 
rate of mental disease, so apparent in Massachusetts since 1912, has 
as yet reflected itself in a decrease in the rate of increase of the 
hospitalization of the insane for that state. 


TABLE IIL* 


First ADMISSIONS TO STATE HospPITAL FOR MENTAL DISEASES 
AND TO BuTLeR HospitaL, STATE OF RHODE ISLAND. 
1909 to 1923 Incl. 


Number of Admissions and Rate per 100,000. 


No. of Rate per 
Year admissions 100,000 
468 87.9 
479 85.5 


Note.—Fiscal year ends December 31. 
* See Graph III. 


This brings us now to the discussion of the question, Was the 
increase of mental disease, so evident before 1912, a true increase 
for the State of Massachusetts? Have we not here possibly a sta- 
tistical illusion? In my opinion, the apparent increase prior to 1912 
is largely due to a number of factors, such as change of classifi- 
cation, better detection and diagnosis, improved institutional care of 
the insane, more effective administrative control, associated with a 
more cooperative and understanding public. There is no question 
that these factors have operated in past years, marking, as some do, 
milestones in the history of state hospital growth. To illustrate: 
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TABLE IV.* 


RATES OF VOLUNTARY ADMISSIONS TO ALL HospiTALs 
FOR THE MENTALLY ILL IN MASSACHUSETTS. 


IQII to 1923. 


Rate per 
Year 100,000 
7.56 


* See Graph IV. 
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Up to 1904, the Boards of Insanity of the State of Massachusetts 
counted the number of insane in almshouses in its census of the 
insane of the state, but did not count new cases admitted to 
almshouses as first admissions. When complete state control came 
into effect in 1904, all cases were admitted to state institutions only, 
and, therefore, all cases of insanity were included among the first 
admissions. This resulted, of course, in an increase in the rates of 


NUMBER IN PER CENT OF PATIENTS REGULARLY 
COMMITTED EACH YEAR WHO WERE FIRST ADMITTED 

AS VOLUNTARY PATIENTS IN MASSACHUSETTS 
To ALL INSTITUTIONS FOR THE INSANE, 1911-1923 INC. 
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2 Sw 2 
Dotted tines equals trend 


1910 11 12 #13 14 15 Wl 17 :1920 1 2 3 4a 
Years 


GraPH V. 


first admissions without there actually being any increase in the 
amount of mental disease in the community. Again, as the years 
have gone by, the tendency to commit or to hold in jail insane crimi- 
nals has diminished, until now in Massachusetts, as in many other 
states, it hardly ever occurs. This tends, of course, to raise the rates 
of first admissions to state hospitals without there actually being an 
increase in insanity. In addition, the increasing organization of 
social service agencies has resulted in a larger number of cases 
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TABLE V.* 


Per CENT oF PATIENTS REGULARLY COMMITTED EACH YEAR, 
WuHuo WERE First ApMItTTeED AS VOLUNTARY PATIENTS IN 
MASSACHUSETTS TO ALL INSTITUTIONS FOR THE INSANE. 


IQII to 1923 Incl. 


Year Per cent 


* See Graph V. 


TABLE VL* 


NuMBER AND RAtEs (PER 100,000 GENERAL POPULATION) OF 
VoLuNTARY PATIENTS ADMITTED TO CivIL STATE 
Hospitats, New York State. 


to 1923. 


Total First 
voluntary admissions voluntary admissions 
Rate per Rate per 
No. 100,000 No. 100,000 
374 3.9 213 2.2 
490 4.9 247 2.4 


* See Graph VI. + Estimated for 1 yr. 
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being detected and brought to mental hospitals. The newer con- 
ception that state institutions for the insane should be more than 
custodial institutions, should actually attempt to treat cases of in- 
sanity as medical problems, has resulted unquestionably in stimu- 


RATES (PER 100,000 GENERAL POPULATION) 
OF VOLUNTARY PATIENTS 
ADMITTED TO CIVIL STATE HOSPITALS 
NEW YORK STATE, 1910-1923 
| | | | 
| | | 
| 
+ 5 
| | | 
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Annbal Resort thy: State | 
9 3° 
YEARS 
GraPpH VI. 


lating a favorable reaction on the part of the general public to an 
increased confidence in these institutions. This, in turn, has resulted 
in the increase of the rate of first admissions as well as of other 
types of admission, without there actually being an increase in the 
amount of mental disease in the community. The policy in Massa- 
chusetts, and in some other states, has been for years, particularly 
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RATES OF ALL ADMISSIONS OTHER THAN VOLUNTARY 

ADMISSIONS AND REGULAR COMMITTMENTS TO ALL 

HOSPITALS FOR THE MENTALLY ILL IN MASSACHUSETTS — |} 
1911-1923 INCLUSIVE* 
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TABLE VIL* 


Rates oF ALL ApMISSIONS OTHER THAN VOLUNTARY ADMISSIONS 
AND REGULAR COMMITMENTS TO ALL HosPITALS FOR THE 
MENTALLY ILL IN MASSACHUSETTS. 


IQII to 1923. 


Year Per 100,000 
69.86 
72.02 


* See Graph VII. 
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NUMBER IN PERCENT OF PATIENTS REGULARLY COMMITTED 

WHO WERE FIRST ADMITTED OTHER THAN By VOLUNTARY 
PAPERS OR By REGULAR COMMITTMENT TO ALL 
INSTITUTIONS FOR THE INSANE IN MASSACHUSETTS 

1911-1923 INCLUSIVE® 
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TABLE VIIL* 


Per CENT oF PATIENTS REGULARLY COMMITTED WHO WERE First 
ApMITTED OTHER THAN BY VOLUNTARY PAPERS OR BY REGULAR 
COMMITMENT TO ALL INSTITUTIONS FOR THE 
INSANE IN MASSACHUSETTS. 


IQII to 1923 Incl. 


Per cent 
65 
43 
33 
45 
37 
34 


*See Graph VIII. 
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since the beginning of the twentieth century, to do everything pos- 
sible to remove the undeserved stigma attached to mental disease, to 
do away with the medieval attitude everywhere current toward it, 
and to encourage its citizens and residents to take advantage, either 
for themselves or their relatives, of the facilities of the modern 


RATES OF ADMISSIONS TO ALL HOSPITALS FOR INSANE 
IN MASSACHUSETTS, 1910-1925 INCLUSIVE 
130 
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institutions which the state has provided for the care of the mentally 
ill. 

To these factors, which have tended to raise the level of rates of 
admissions without actually bringing about a simultaneous rise in 
incidence of mental disease, one may add the effect of foreign immi- 
gration. While this factor is undoubtedly of some importance, it 
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TABLE IX.* 

PATIENTS ENUMERATED IN INSTITUTIONS FOR MENTAL DISEASE. 
(Adapted from Table I, Patients in Institutions for Mental Disease in 
United States, 1850-1923. “ Mental Disease in the United States 
as Shown by the Federal Census of 1923,” by 
Horatio M. Pollock Ph. D., 1925.) 


Per 100,000 
Year Number population 
187,791 204.2 
220.1 


* See Graph X. 
7 Included in the enumeration but not returned separately. 


PATIENTS IN HOSPITALS FoR MENTAL DISEASE 
IN UNITED STATES, 1880-1923 
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DISTRIBUTION GF VARIOUS POPULATION GROUPS 
FOR THE STATE OF MASSACHUSETT 
CENSUS YEARS 1880 1890, 1900, 1910 AND 1920 
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Note.—Graph XI is added to show to what extent the statistics utilized 
in this paper should be adjusted because of certain differences in the general 
population of the State of Massachusetts. We find practically no adjust- 
ment necessary because of the sex distribution; very little adjustment 
necessary because of the gross age distribution or of the distribution of 
country of birth. The most obvious adjustment should be made, however, 
because of the environment. We find since 1890 a definite increase in urbani- 
zation. This means that a certain portion of the admissions to institutions 
result from the fact that some cases cannot remain in the complex environ- 
ment of cities, though they would have remained in a simpler environment 
such as is connoted in the term “rural environment.” 
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is quite difficult to measure it exactly or to appreciate definitely its 
influence upon the rate of admissions. One thing, however, is 
certain: the rate of admissions has been significantly increased at 
various periods from early times by foreign immigration, due to the 
fact that certain foreign governments, in addition to a number of 
foreign private agencies, assisted to our shores among their emi- 
grants a larger proportion of the insane and socially inadequate 
than actually existed in their own populations. On the other hand, 
one should not infer from this fact that the post-war restriction of 
foreign immigration has or will, of necessity, help bring about a 
reduction in the rate of admissions to our state institutions. 

It is indeed impossible to explain away all of the apparent in- 
crease in the rate of incidence of mental disease in Massachusetts 
prior to 1912. On the other hand, in face of the known facts it is 
also impossible to believe that the rate of increase, so apparent, was 
as great as appears graphically in Graph I, I], and III. 

This paper is offered with no sense of completeness or finality. 
It represents only a preliminary incursion into practically unex- 
plored territory. It demonstrates some of the possibilities of the 
use of the statistical method in psychiatry, and, particularly, in this 
instance, from the administrative side. The same, if not greater, 


possibilities exist, in my opinion, in the use of this method in the 
clinical side of our work. 


DISCUSSION. 


Dr. Mitcuett: Dr. Elkind’s paper might well be studied by the alarmists 
who are constantly proclaiming the great increase of insanity as shown 
by their shallow study of poorly prepared statistics. It is obvious that any 
accurate study of the incidence of insanity must be based upon first attacks 
only. The total number of such cases in a given community will be 
modified by the legislation regarding support of mental patients, for 
example, when complete state care for all mental cases is adopted by any 
state there is always a marked increase in commitments. Mental defectives, 
seniles, epileptics and others are suddenly found to be insane and trans- 
ferred from homes, county receptacles, with an apparent but no real 
increase of mental disorder. Massachusetts is one of the few states that 
has for decades kept its statistics for reference to first attacks and first 
admissions, so that a comparative curve of increase in both mental disorder 
and population could be accurately drawn. Dr. Copp, some 20 years ago, 
prepared such curves and showed that the lines ran nearly parallel, the 
slight margin of comparative increase in the psychoses being no greater 
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than would be expected in the greater frequency of the psychoses as shown 
in recent immigrants and their families. 

Covering the same period, the figures obtained from statistics of the 
United Kingdom showed a slight reduction in the ratio between the increase 
of the psychoses and population. 

Such facts do not make desirable “ copy” for our sensational papers and 
cannot secure a place in the magazine section of Sunday papers, so are seen 
by only a few while opposite conclusions are broadcasted. 


Dr. KiinE: Utilization of Massachusetts statistics and Dr. Elkind’s 
reference to the dropping off in the voluntary admission rate during certain 
periods, might lead to the impression that as a state policy there had been 
a change in admitting voluntarily to institutions. If so, I desire to correct 
the impression and likewise call attention to how easily mistakes may creep 
into our commitment laws. 

Unfortunately, a patient admitted voluntarily to a private institution con- 
tested the case later on. It reached the Massachusetts Supreme Court and 
the ruling handed down by the Supreme Justice required the issuing of a 
regulation covering the matter of voluntary admissions. On investigation it 
was found that in a recodification in our laws, those who did this work had 
omitted a comma, which, fortunately this year we had put back and we can 
now admit voluntarily those mentally competent sufficient to make application. 
The old law omitted the comma after “competent”; the new includes it. 
Under the ruling of the Supreme Court a mentally competent individual 
could not be admitted voluntarily to our institutions. Through legislative 
enactment the original act relating to voluntary admission is again in focre. 


\ 
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THE CARE OF TUBERCULOSIS PATIENTS IN 
MENTAL HOSPITALS.* 


By HENRY I. KLOPP, 
Superintendent and Physician-in-Chief Allentown State 
Hospital, Allentown, Pa. 


The modern state hospital from the standpoint of grouping 
the mentally sick should be classified under four main divisions. 
The first, for the study and treatment of the so-called acute and 
curable for which a strictly hospital care is provided, known as 
the psychiatric division. The second, for the safe custody and 
humane care of the deteriorating, turbulent and infirm types of 
psychoses—the group requiring prolonged treatment, formerly 
known as the “Asylum” class. The third, for the quiet, harmless 
and able-bodied, to natural conditions of living and their training 
into habits of industry and usefulness so far as their mental condi- 
tion will allow—this being designated as the “Colony” group. The 
fourth, the subject of this paper—for patients having tuberculosis. 

A review of the transactions of the American Psychiatric Asso- 
ciation covering the past 25 years to which I had access, shows 
the subject has been presented to the Association in its various 
aspects through nine papers. The first of these emphasized 
the importance of “‘ Separate Provision of Tubercular Patients in 
State Hospitals for the Insane ” and was presented by Dr. Arthur 
H. Harrington at the fifty-sixth annual meeting held in Richmond, 
Va., in 1900. The last paper upon the subject appears in the 1919 
transactions. This very likely accounts for the expressed desire to 
have this subject reviewed before the 1926 session. 

There are those who think that mental hospitals are generally 
delinquent in the care of these patients, and that there are institu- 
tions in some parts of the country whose care of tuberculosis cases 
is only custodial—and sometimes only a poor type of custody. From 
a study of this subject in visiting institutions and from informa- 
tion gathered through a questionnaire, it is apparent that the stand- 
ards in this regard vary. This is not necessarily the fault of the 


* Read at the eighty-second annual meeting of The American Psychiatric 
Association, New York, June 8, 9, 10, 11, 1926. 
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institution executive and its Board of Trustees, but can be laid at 
the doors of state legislators who fail to provide the necessary 
appropriations to enable the proper segregation of such cases. 

Mr. T. B. Kidner, Institutional Secretary, National Tuberculosis 
Association, in an article entitled “ Planning a Tuberculosis Sani- 
tarium,”’ makes the statement, “ There appears to be no justifica- 
tion for the belief that the mortality from pulmonary tuberculosis 
will continue to decline at the rate which has prevailed during the 
last 50 years.”’ This certainly applies equally as well to mental hos- 
pitals therefore our efforts should be continued instead of relaxed 
for the better segregation, humane care and intelligent treatment 
of mental patients afflicted with tuberculosis. There is no alter- 
native which can offer a better prospect of a general all-around 
gain in the combat against this disease. It is evident that for a 
good many years to come it will be necessary to make provision 
for the treatment of tuberculosis in our mental hospitals. 

The following questionnaire was sent to 163 state hospitals for 


mental diseases, to which there were 106 responses from 44 states, 
namely : 


. What is your hospital population? 
. What is your known number of tubercular patients? 
3. Have you provision for tubercular patients? 
a. Specially constructed detached pavilions or buildings? If so, 
capacity. 
b. Type of construction. 
c. Or wards set aside for such? If so, capacity. 
(1) Dormitories. 
(2) Single Rooms. 
d. How do you care for turbulent tubercular patients? 
What system, if any, have you for the detection of tubercular cases? 
. What special facilities have you for treatment? 
. What are your results? 


Avi 


The 106 state hospitals for mental diseases who answered the 
questionnaire have a combined population of 188,339 patients. 
They have a known number of tubercular patients of 5957 or 3.1 
per cent of the institution population. Fifty-nine hospitals have 
specially constructed detached pavilions, cottages or shacks for the 
care and treatment of tubercular patients, with a bed capacity of 
4512 or 3.4 plus per cent of their patient population. 

It is of interest to analyze this data by grouping of states. Five 
of the New England States, with 16 hospitals replying, have a 
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patient population of 25,245 with a known number of 707 tuber- 
cular patients or 2.8 per cent. Five institutions have specially con- 
structed detached pavilions or cottages with a capacity of 301 beds 
or 4 per cent of their patient population. Four Middle Atlantic 
States, covering 24 hospitals with 62,507 patients, have 2254 
known tubercular patients or 3.6 per cent; 18 institutions have 
special pavilions or cottages with a bed capacity of 1954 or 3.3 per 
cent of their patient population. Fifteen Southern states covering 
27 institutions with patient population of 47,042 have a known 
number of 1586 tubercular patients or 3.3 per cent; 20 hospitals 
having special buildings with a bed capacity of 1235 or 3.9 per cent 
of their population. Lake states, or those between the Allegheny 
and Rocky Mountains numbering 12—29 hospitals report a pop- 
ulation of 42,802 patients and have 1276 known tubercular pa- 
tients or 2.9 per cent; 14 have special detached buildings with a 
bed capacity of 954 or 3.3 per cent of their population. Eight 
states from the Rocky Mountains west to the Pacific Coast—1o0 
hospitals report a patient population of 10,743 with a known 
number of 128 patients having tuberculosis of 1.1 per cent; two 
of these institutions have detached buildings with a capacity of 
68 beds or 1.4 per cent of their patient population. 

An analysis of the foregoing would indicate that in accordance 
with the patient population, in the Middle Atlantic, Southern and 
the states between the Allegheny and Rocky Mountains, there are 
more mental hospitals that have special building provisions, and 
that they also have the largest percentage of tubercular patients, 
as shown in the accompanying table. 


an 
= & #82 
New England States (5).... 16 25,245 707 2.8 301 5 4 
Middle Atlantic States (4).. 24 62,507 2254 3.6 1954 18 3.3 
Southern States (15)...... 27 47,042 1586 3.3 1235 2 3.9 
Lake States, Between Alle- 
gheny and Rocky Mountains 
wie 29 42,802 1276 2.9 054 14 3.3 
Rocky Mountains to Pacific 
10 10,743 128 1.1 68 2 
Total 44 States......... 106 §=6188,339 5051 3-1 4512 50 3.4 
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The type of construction at 24 hospitals consists of one-story 
frame pavilions with concrete foundations and a few have shacks. 
Nine (9) are one-story brick construction. Four (4) institutions 
have two-story frame structures, and two are of brick. Only one 
has tile stucco and another concrete stucco. Three (3) have frame 
and the same number have brick cottages. One hospital has five 
modified Loomis shacks. Fourteen (14) institutions failed to an- 
swer the question as to the type of building and construction. 

In 59 hospitals which have specially constructed detached pa- 
vilions or buildings, the capacity ranges in accordance with the size 
of the institution—from 14 to 230 beds. The largest averages are 
40, 50, 60 and 100 bed capacity. For the most part the buildings 
for men and women are separate, others have a combination which 
provides for both sexes. Some as yet have provision for only one 
sex, a few have appropriations for special buildings. A limited 
number have complete units including kitchen and dining rooms. 

Three institutions, one in Maine, one in New York and one in 
California, have an arrangement whereby all their mental patients 
who have or develop tuberculosis are sent to a neighboring state hos- 
pital; another has access to a county sanitarium for tuberculosis. 

Twenty-nine (29) have set aside dormitories and single rooms 
in their hospital or infirmary units for this type of patients. This 
leaves 16 out of the 106 hospitals which have made no provision 
for the segregation in one form or another for mental patients 
with tuberculosis. 

Only eight institutions have provision for the care of turbulent 
cases in connection with their detached pavilions or buildings. 
Those who do not have this provision return such patients to the 
hospital group where this type is cared for until the excitement 
has subsided when they are returned to the pavilion. 

The system for detection of tuberculosis cases in mental hos- 
pitals consists quite uniformly of the systematic clinical exami- 
nation of every patient at time of admission, and for the most 
part, a full physical examination at least once a year; better still, 
as several report, one is made every six months, and a few others 
state such examinations are made every three months. In addition, 
laboratory tests, such as bacteriological examination of sputum, 
guinea-pig inoculation, and special blood tests; three institutions 
report using tuberculin tests upon suspected cases. Temperature 
is taken every four hours or night and morning for a week or 10 
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days following admission, and temperature and bedside charts are 
kept at such other times when there is loss of weight or impaired 
health. Patients are weighed periodically at least once a month 
and weight charts carefully kept. In the event of definite loss 
in weight, the patient is placed in bed and a thorough physical 
examination made. 

Fifty-five (55) hospitals report the taking of X-ray photo- 
graphs of the chest, particularly in suspected cases; four institu- 
tion make fluoroscopic examinations. One hospital takes an X-ray 
on admission as well as of the entire population. 

One hospital has a visiting specialist, two have a consultant, 
and in a third all suspected cases are referred to the institution’s 
Department of Internal Medicine. 

In order to compare results of Roentgen and physical exami- 
nations, Dr. Harry F. Hoffman, Assistant Superintendent and 
Clinical Director, reviewed the records of 200 consecutive cases 
who were given fluoroscopic and physical examination by him five 
years ago. Of this series of 200, 110 are still in the Allentown 
State Hospital, 60 have been discharged and 30 died. The table 


shows comparison of the findings of fluoroscopic and physical 
examination : 


In hos Dis 
Fluoroscopic Physical pital charged Died Total 
Negative. 61 27 13 IOI 
One lung. I 2 I 4 
Both lungs. ee 20 9 6 35 
Fibrosis. Hyperresonant ......... 2 I - 3 
Doubtful. I I 2 
One lung. re Ss I I 2 
Hilus increased. Negative ............... 7 2 I 10 
One lung. 3 3 6 
Both lungs. Re ee 5 7 5 17 
Both lungs. 4 4 I 9 
Both lungs. 3 ve 3 
Fibrosis. errr 2 2 
110 60 30 200 


There was complete agreement between the two methods of ex- 
amination in 145 cases. In seven cases the physical examinations 


40 
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showed more evidence of pathology than the fluoroscopic, and in 
48 instances the fluoroscopic examination showed more than did 
the physical. In this latter group are 10 cases in which the fluor- 
oscopic findings consisted merely of an increase of the hilus 
shadow, which we would expect would not be found on physical 
examination. In 17 cases the fluoroscope showed some lesions in 
both lungs; in six cases the fluoroscope showed lesions of one 
lung—physical examination being negative. This is not surprising 
when one recalls that these examinations were made on cases who 
had been in the hospitals for considerable periods. Many of these 
old dementia pracox cases codperate very poorly in physical 
examination. 

Of the 110 cases examined five years ago and still in the hospi- 
tal, 61 appeared normal to both fluoroscope and physical exami- 
nation. An additional seven had only increased hilus shadows. 
Another five showed merely fibrosis on fluoroscopic examination 
and were practically negative to physical examination. Twenty of 
the cases showed, by both physical and fluoroscopic examination, 
some involvement of both lungs. Of the 60 patients who were 
discharged, 42 were transferred to other hospitals; two were dis- 
charged as recovered, 13 as improved, and three as unimproved. 
Of the 30 patients who died, 13 were negative five years ago to 
fluoroscopic and to physical examination, six of them showed in- 
volvement of both lungs by both methods of examination. It will 
be observed that 15 per cent of the people examined five years ago 
have since died, and of that entire number only three died of 
tuberculosis of the lungs. The causes of deaths are as follows: 


General paralysis 


Arteriosclerosis or cerebral hemorrhage................... 5 


The three patients who died of pulmonary tuberculosis all 
showed involvement of both lungs by fluoroscope, and on physical 
examination two of them showed evidence in both lungs, the other 
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in but one apex; and the latter died two years after the exami- 
nations were made. Of the entire series of 200 cases 14 per cent 
died of tuberculosis of the lungs in the course of five years, and 
it should be borne in mind that this is a list of unselected consec- 
utive fluoroscopic examinations. 

Another series of 253 fluoroscopic examinations made by Dr. 
Hoffman gave the following findings: Suspected tuberculosis 10 
per cent, incipient 6 per cent, advanced 7 per cent. This group 
included the patients in the pavilion for tuberculosis. Last sum- 
mer three medical interns made physical reexaminations of 925 
patients about equally divided as to sex. Their reports for the 
men showed suspected 2} per cent, incipient 1 per cent, advanced 
I per cent; for the women, suspected 6 per cent, incipient 4 per 
cent, advanced 24 per cent. 

It is interesting to compare fluoroscopic and physical examina- 
tions made by different physicians, and it was observed that the 
physical examinations made by some doctors correspond very 
closely with the fluoroscopics, and with some other physicians 
there was more disagreement, particularly the kind reported as 
negative on physical examination and showing some signs by 
Roentgen examination. In cases recorded as doubtful and even in 
many cases with well-marked findings, we made Roentgenograms 
for permanent record in addition to noting the fluoroscopic find- 
ings. We made no statistical study of the latter group because it 
would naturally show a large proportion of positive cases since 
only those who were specially selected as possible or uncertain 
tuberculosis were examined by plates. 

The foregoing report emphasizes what can be accomplished by 
a periodical systematic examination and study of all patients in the 
hospital at least once a year and preferably every six months, 
through the combined physical, fluoroscopic, and Roentgen exam- 
inations, not overlooking laboratory tests in the detection of tuber- 
cular patients. 

For the early detection of such cases the monthly systematic 
weighing of all patients is of great importance. During the first 
part of March, 1926, the physician in charge of the men’s pro- 
longed service, noted that 18 patients had lost considerable in 
weight the previous month. These were segregated in our infirm- 
ary ward and given careful physical examination. Doubtful cases 
were fluoroscoped, Roentgenograms taken, and clinical laboratory 
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tests made. Two of the 18 were found to be relapsed cases who 
at one time had been cared for in the tubercular pavilion; one 
other was found to have an involvement of the lungs. Four-hour- 
temperature and weekly-weight charts were kept. In five weeks 
14 of the 18 patients were found not to be tubercular, and with the 
exception of one patient gained from I0 to 31 pounds in weight— 
this one case is negative to physical and Roentgen examination. 

In an endeavor to answer the question as to “definite percentage 
of bed capacity required for the proper care of tuberculosis pa- 
tients,’ I can do no better than to quote from Dr. William C. 
Sandy’s article “ Standardization of State Hospitals” in which he 
suggests that “ 5 per cent” provision be made for such cases. 

Dr. Samuel W. Hamilton and Mr. T. B. Kidner, under the 
auspices of the National Tuberculosis Association, in a pamphlet 
“ Buildings for the Tuberculous Insane,” state, “‘ The number of 
patients in mental hospitals who have tuberculosis varies from 
2 per cent to more than 8 per cent; that not less than 5 per cent 
of the total number of beds in such hospitals should be arranged 
for tuberculous patients.’ Therefore, in planning new buildings 
or even in arranging for special sections a fairly definite percent- 
age of bed capacity should be reserved for tubercular cases. The 
report, however, from 59 hospitals having separate pavilions or 
cottages for these cases shows the average capacity for the total 
population is only 3.4 per cent. 

Our experience is that if provision was made upon a 5 per cent 
basis and a careful follow-up periodical examination of all pa- 
tients every six months or at least once a year—particularly so if 
the examinations were followed up by fluoroscopic and Roentgen 
examinations, more cases would be found. 

Physicians on our medical staffs should be encouraged to 
specialize along the lines of specialties and act as consultants to 
members of the staff. Upon this basis doubtful cases could be 
referred to the non-resident hospital specialist for final opinion 
and advice. At Allentown, one member of the staff has charge of 
all X-ray and electrotherapeutic work; he also has an under-study. 
Roentgenograms of our suspected cases are from time to time 
taken to the specialist located in Philadelphia—to check the 
reading. 

In addition, it will be found that patients of the infirmary type 
who are in poor physical health and need building-up or suspected 
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cases will be greatly benefited by the special treatment afforded in 
a pavilion. 

If at all possible, each hospital should have separate detached 
units for each sex. One-story buildings of the pavilion type of 
substantial construction are generally most suitable. Certain con- 
ditions should be met: walls should be of smooth finish to avoid 
collection of dust and aid in cleanliness; floors should be prefer- 
ably of tile or terazzo, and possibly linoleum, for the same reason. 

The general type of construction as regards layout must vary 
depending upon climatic conditions. The building itself should 
contain numerous large windows in addition to adequate “ fresh- 
air’ screened porches. The usual requirements are examination 
and treatment rooms, bath room and toilet accommodations, in- 
cluding dining room and possibly kitchen facilities, the latter de- 
pending upon the capacity provided. There should be provision 
for hydrotherapy and neutral-bath treatments, the former for 
tonic, the latter for sedative effect, in order to care for restless 
turbulent cases ; likewise for physiotherapy, such as X-ray, ultra- 
violet, and heliotherapy, the former more particularly for the 
winter months or when the sun baths cannot be used. With large 
open dormitory windows, patients can be given the sun baths in 
bed with screens between beds. We give our treatments early in 
the morning or if no sunshine, late in the afternoon during warm 
weather. During cold weather give treatment near midday. 
Patient should have half hour rest after meals before starting 
treatment. 


SUN BATHS 


First day, 5 minutes front and back, feet and ankles. 


2d “to middle of calf. 

4th “ 2 “to middle of thighs. 
5th ‘i “to hips. 

6th “ 30 “to umbilicus. 

7th “to level of third rib. 
8th 40 = “to neck. 

oth “45 “entire body. 

1oth ‘ “ entire body. 

11th = “entire body. 

12th hour “entire body. 


No further change without special order. 
During warm weather shield the head from sun. 
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There should be provision for single rooms to care for turbulent 
patients who are restless and talkative at night. These should be 
at one end of the pavilion and provided with modern sound-dead- 
ening partitions and ceilings. 

For ambulatory and convalescent patients much can be accom- 
plished to divert their minds into healthy channels by the use of 
occupational therapy and out-door activities such as flower and 
vegetable gardens. Diversional activities, such as the use of vic- 
trolas and especially a radio, help to keep patients contented dur- 
ing enforced rest. 

There is uniform agreement that in the treatment of tubercular 
patients in mental hospitals the outstanding essential factors are 
rest, nursing, liberal dietary, fresh air and sunshine, and good 
hygienic care; the usual clinical and medicinal facilities, including 
physiotherapy, particularly heliotherapy, ultra-violet ray in the 
form of quartz lamps, X-ray, hydrotherapy, occupational therapy 
and diversional such as musical and allied activities ; the housing of 
patients in pavilions or separate cottages with spacious airy dor- 
mitories and rooms with screened porches or sun rooms; when 
climatic conditions permit, camp or tent life. 

In response to the question “ What are your results” the fol- 
lowing answers were received : 


Fairly good, very good, not good, not remarkable, fair, fairly successful, 
fairly satisfactory, average, ordinary, bad, not satisfactory, satisfactory, 
quite satisfactory, excellent, extraordinary for mental patients, not very 
satisfactory due to lack of special building, usual results, results very satis- 
factory, many arrested cases, good in incipient cases, some apparent cures, 
remission of symptoms, large number became inactive, 30 per cent arrested, 
improvement in 25 per cent of cases, 5 per cent recovered, 10 per cent 
become arrested, 16 quiescent during the year, death rate diminished 15 per 
cent first year of occupancy of new cottages. 


A comparative study has been made of our men and women 
mental patients with tuberculosis and who are cared for in our 
pavilions, as of November 1, 1925, and May 31, 1926, respectively. 

In the men’s pavilion a total of 34 patients have been cared for 
within the aforementioned period. Of this number 20 patients 
have been under continuous treatment. The examination report 
gives the following results: 6 arrested, I much improved, 18 im- 
proved, 6 unimproved, and 3 deaths. 
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In the women’s pavilion 36 patients have been under treatment 
within the same period. On November 1, 1925, of the 28 patients 
cared for at that time, 6 were recorded as arrested, 3 much im- 
proved, 10 improved, 6 unimproved, and 3 deaths. On May 31, 
1926, from a study of the 36 patients we considered 3 had become 
arrested, 6 were much improved, 14 improved, 10 unimproved— 
and this included the 3 deaths. 

Since the opening of the Allentown State Hospital October 3, 
1912, up to and inclusive of May 31, 1926, there have been 1837 
deaths recorded—1040 men and 797 women. Of this number 
300, 125 men and 175 women, the cause of death was given as 
tuberculosis or 16 per cent of the total deaths. A study of each 
year within this period shows a decided increase during the years 
1919 to 1921 inclusive, with a definite drop in 1923. It is only 
natural to suppose that the influenza epidemic of 1918 and 1919 
was a decided factor in the increase and which accounts for the 
high total percentage ; 20 per cent of our deaths from tuberculosis 
occurred during that four-year period. In fact it has dropped 
from 20 per cent for the said four-year period to 12 per cent for 
the last four years, namely, from 1923 to May 31, 1920. 

The hospital pathologist has made a study of 286 necropsies and 
among them found that tuberculosis was the cause of death in 
50 cases, which is 17 per cent; in addition, in four cases we found 
active tuberculosis of the lungs but tuberculosis was not listed 
as the cause of death. These 286 autopsies occurred in the follow- 
ing diagnostic groups: Dementia Pracox 56 cases, catatonic 21, 
paranoid 11, hebephrenic 7, undetermined 7, epileptic psychosis 
17, manic depressives 35, general paralysis 67, senile 40, arte- 
riosclerotics 24, other psychoses 47. The 50 cases in which active 
tuberculosis was the cause of death occurred in the following 
psychiatric groups: Dementia precox 21, catatonic 8, paranoid 4, 
hebephrenic 6, undetermined 3, epileptic psychosis 2, manic de- 
pressives 8, general paralysis 9, senile 5, arteriosclerotic 1, other 
psychoses 4. 

In addition to the above figures we found in this series of necrop- 
sies evidence of healed tuberculosis in 16 case of dementia precox, 
13 manic depressives, 5 epileptics, 29 general paralysis, 18 senile, 
12 arteriosclerotics, and 13 of other diagnostic groups. Percentage 
study shows that healed tuberculosis occurred in 25 per cent of 
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the dementia precox, the percentage gradually increasing up to 
45 per cent of the senile, and 50 per cent of arteriosclerotic. Of 
the cases in whom tuberculosis was the cause of death, this oc- 
curred in 37} per cent of the dementia praecox and decreased 
from that percentage to 12 per cent of senile and only 4 per cent 
of arteriosclerotics. The manic depressive group showed 37 per 
cent of healed tuberculosis and 23 per cent of active tuberculosis 
causing death. 

Dr. Haven Emersen, in a short article “ 'Tuberculosis—A Los- 
ing Enemy,” says, ‘‘ Conservative physicians promise that within 
50 years it will cease to be a serious factor in mortality.” From 
the mental hospital standpoint the desired goal is a long way off. 
To accomplish a more definite reduction in the development of 
tubercular patients in mental hospitals two outstanding factors 
must be corrected, namely, less crowding upon our wards where 
deteriorated and turbulent cases are cared for, increased day space 
and spacious open-air porch facilities, the former upon the basis 
of 50 square feet per patient, the same as night space. Further- 
more, it is our duty as executives, to do as much for this, the most 
neglected group in all our institutions, as we are doing for the 
so-called recoverable types. The more we do for them to over- 
come the apathy and indifference of certain types of cases, through 
occupational therapy, diversional and out-door activities—this to 
include corrective gymnastics, games, drills, marches, music and 
allied activities, the less rapid the mental deterioration and there- 
fore less likelihood of tuberculosis developing in our mental pa- 
tients. The same applies in regard to the turbulent cases—direct- 
ing and diverting their surplus energies, if possible, into normal, 
useful and diversional activities. With proper therapeutic facilities 
and measures the less turbulence; therefore, the resorting to me- 
chanical and drug restraint as well as seclusion will be overcome, 
and the end result must be better physical health for this type of 
patients, and may we also hope for a reduction in the number of 
cases of tuberculosis. 

The deductions to be drawn from this study are that since the 
paper presented by Dr. Harrington before this Association in 1900 
there has been definite progress in the care, treatment and segre- 
gation of tuberculous patients in mental hospitals, but that there 
is room for further improvement. Had the author read the afore- 
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mentioned paper earlier he would have added another question to 
his questionnaire, namely, “ The Percentage of Deaths from 
Tuberculosis over a given period.” There is great doubt as to 
whether tuberculosis in mental hopitals has fallen to sixth place 
in the list of causes of deaths, the same as is shown by mortality 
statistics in civil life. 

Finally, the public and particularly our legislators need to be 
educated regarding the needs for the modern care of the states’ 
most unfortunate wards—the mentally sick, and the providing of 
ample appropriations. In this way correcting a situation as noted 
in one of the responses, “‘ Tubercular pavilions requested of every 
legislature for past 15 years; requests ignored.”’ 


BIBLIOGRAPHY. 
MENTAL DISEASE AND TUBERCULOSIS. 


Brinton, Ward: Problems of the Tuberculous Insane. Phila. Dept. Public 
Charities Bulletin, Jan., Feb., March, 1923, Vol. 8, pp. 18-20. 

Burns, N. B.: Some Possibilities in the Treatment of Tuberculous Insane. 
Massachusetts Committee Mental Disease, Bulletin, October, 1918, Vol. 
2, No. 3, pp. 202-207. 

Crofton, G. H.: Mental Phases of Pulmonary Tuberculosis. Military 
Surgeon, June, 1924, Vol. 54, pp. 708-714. 

Gordon, Alfred: Mental States of the Tubercular and Psychoses in Tuber- 
culosis. American Medico-Psychological Association, Transactions, 
1919, Vol. 26, pp. 551-557. 

Gordon, Alfred: Mental States of the Tubercular and Psychoses in Tuber- 
culosis, Transactions 1919 American Medico-Psychological Association, 
Pp. 550. 

Gosline, H. I.: Role of Tuberculosis in Dementia Przcox, Preliminary 
Study. Reprint from Journal Laboratory and Clinical Medicine, Jan- 
uary, 1919, Vol 4, No. 4. 

Hamilton, S. W.: A Building for Tuberculosis Patients at the Hudson 
River State Hospital. Modern Hospital, December, 1923, Vol. 21, pp. 
590-594. 

Hamilton, Samuel W., and Kidner, T. B.: Buildings for the Tuberculous 
Insane. Technical series No. 4, National Tuberculosis Association, 1925. 

Harrington, Arthur H.: Separate Provisions for Tuberculous Patients in 
State Hospitals for the Insane. 1900 Transactions American Medico- 
Psychological Association, p. 203. 

Haviland, C. Floyd: Tent Life for the Tuberculosis Insane. 1901 Tran- 
sactions American Medico-Psychological Association, p. 283. 

Haviland, C. Floyd: Tuberculosis Among the Insane. 1905 Transactions 
American Medico-Psychological Association, p. 355. 


654 TUBERCULOSIS PATIENTS IN MENTAL HOSPITALS [April 


Holden, O. M.: Mental Aspects of the Tuberculosis. 
ber, 1922, Vol. 109, p. 418. 


Practitioner, Decem- 


Hutchings, Richard H.: Tuberculosis in Hospitals for the Insane. 1908 
Transactions American Medico-Psychological Association, p. 400. 
Jelliffe, S. E., and Evans, Elida: Psychotherapy and Tuberculosis. Reprint 
from American Review of Tuberculosis, September, 1919, Vol. 3, pp. 

417-432. 

Kidner, T. B.: Planning a Tuberculosis Sanitorium. The Modern Hospital 
Year Book, 1926. 

Knopf, S. A.: Is There Any Relation Between Tuberculosis, Mental Disease 
and Mental Deficiency? A plea for justice to the sane and compassion 
and pity for the insane consumptive. Reprint from Medical Record, 
January 6, 1917, Vol. 1, pp. 1-8. 

Knopf, S. A.: Psychology, Psychopathology and Psychotherapy in Tubercu- 
losis in Civil and Military Life. Military Surgeon, March, 1925, Vol. 56, 
pp. 308-331. 

MacCullum, G. A.: Sanitation in Asylums for the Insane with Especial 
Reference to Tuberculosis. 1902 Transactions American Medico-Psy- 
chological Association, p. 291. 

Mills, George W. T.: Tuberculin as a Diagnostic Agent in the Insane. 1909 
Transactions, American Medico-Psychological Association, p. 273. 
Muhl, A. M.: Fundamental Personality Trends in Tuberculous Women. 

Psychoanalytic Review, October, 1923, Vol. 10, pp. 380-430. 

Sands, I. J.: Pulmonary Tuberculosis and Insanity. New York Medical 
Journal, January, 18, 1919, Vol. 109, pp. 103-105. 

Sandy, William C.: Standardization of State Hospitals for Insane. The 
Modern Hospital, July, 1918, Vol. 11, No. 1. 

Silk, S. A.: The Problem of Pulmonary Tuberculosis in a Psychiatric 
Hospital. American Journal of Insanity, Vol. LX XV, No. 3, p. 303. 

Silk, S. A.: Physical Changes Observed in Pulmonary Tuberculosis and 
Its Relation to Insanity. N. Y., Wood, 1917. 
Record, December 8, 1917, Vol. 92, pp. 969-980. 

Tomlinson, H. A.: Tuberculosis in Hospital for the Insane. Reprint from 
Fourth Transactions National Tuberculosis Association, 6 pages. 

Weigel, B. J: Neuropsychiatry in Tuberculosis. Medical Journal and 
Record, January 7, 1925. 


Reprint from Medical 


White, Wm. Charles: Tuberculosis Among the Insane. 1901 Transactions 
American Medico-Psychological Association, p. 209. 

Wilkes, W. O.: Psychotherapy in the Treatment of Tuberculosis. Reprint 
from Texas State Journal of Medicine, January, 1920, 12 pages. 

Wolfer, Leo.: Dementia Precox of Tuberculosis Origin. Dementia pracox, 
January-April, 1920, Vol. 3, pp. 141-144. 


DISCUSSION. 


Dr. ENGLANDER.—I think Dr. Klopp’s stimulating paper should serve as 
an inspiration to every man who is here. The percentages given—3'% 
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to 4 per cent as tuberculous—I think, while they may be correct as far as 
estimated in the reports received, are very much too low. I am more inclined 
to think that in estimating for capacity for tuberculous insane in con- 
structing new hospitals, you should base it on a rate of 10 per cent of 
the population. That I think is only conservative in spite of the fact that 
anywhere from 4% to 28 per cent of patients are reported to have died 
from tuberculosis in a great many hospitals during the last 28 or 30 years. 
I think the approximate death rate as established by Haviland in some 
article several years ago as running to 84 per cent is nearer the correct 
view. 

It is appalling to note that in those hospitals where no facilities exist 
for the proper care of the tuberculous insane the death rate for this disease 
is larger than it is in those institutions where satisfactory conditions obtain 
for their treatment. I might add the rate of frequency for the cause of 
death places tuberculosis, in the majority of hospitals in which I have had 
opportunity to study their reports and from personal observation, between 
first and fourth. I am glad to note the Allentown Hospital has proper X-ray 
facilities. Every hospital for the care of the insane should have an X-ray 
department controlled by a well-trained roentgenologist who properly under- 
stands diagnosis of tuberculosis from the X-ray. As you will see, Dr. Klopp 
has a number of plates here. Most of them are to demonstrate advanced 
tuberculosis. We are all familiar with the difficulties found in the diagnosis 
of tuberculosis in psychotic persons. It is surprising to note how few 
hospitals are able to tell you what their tuberculosis admission rate is. I 
think that is important. 

When you consider the large number of patients who come into the hos- 
pitals at the same age periods in which tuberculosis is found and how many 
of those individuals have tuberculosis concurrently with their mental diseases 
and that the tuberculosis is going to be influenced by the disease, then it 
is important to have adequately controlled hospital facilities for the care 
of tuberculous insane. I think the tuberculous pavilion should be so con- 
structed so you can use one portion as a preventorium where the staff in 
the tuberculosis pavilion may have cases sent to them for observation and 
study. Those who are found to be non-tuberculous can then be returned to 
their proper wards. I believe the building should be a stone building. 

The tuberculosis death rate among the insane is not going to decrease 
for a great many years, even after a later period when it will have decreased 
in the non-insane. 

I feel that a great many more hospitals should use their laboratory 
facilities other than the X-ray. 

In going over some reports of approximately 100 hospitals over a great 
many years, it was almost surprising in many of the hospitals to find that 
laboratory examinations of sputum had been made in very few instances or 
not at all. In those hospitals where the staff is sufficiently interested in 


tuberculosis, one does find a larger proportion of samples of sputum 
examined. 
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In the hospitals we should observe the same standards as are observed 
by the National Tuberculosis Association for establishing such terms as 
“cured,” “arrested,” and so on, as well as diagnostic criteria. I believe 
that if we could establish some set of charts or forms in this Association 
where every hospital superintendent in his annual reports could give us 
the approximate number or the number of diagnosed cases of tuberculosis 
on admission in the hospital, the number of cases diagnosed during the 
year, the number who died, we might be nearer the truth regarding 
tuberculosis among the insane than we are at present. 

I remember during the War an article appearing in the Lancet which 
went so far as to say that because of the malnutrition present many more 
patients died of tuberculosis than would ordinarily die. Many patients 
are diagnosed as having died from tuberculosis who are not actively 
tuberculous. All those things need to be considered. If we will establish 
definite standards I am sure we will get better results even in our treatments. 

Just one word about the relative incidence among the insane and the 
population outside. The census of 1910 shows the figures for the tuberculous 
insane deaths as related to the deaths of non-insane were 12.6 per cent per 
hundred thousand of population and 12.5 in the other. I can’t say whether 
it was the insane or non-insane, but those were the figures obtained by the 
census. I do feel a great need for more care of the insane has been 
demonstrated today by Dr. Klopp’s paper. 


Dr. Harrincton.—Dr. Klopp has done me the honor to refer to the 
paper which I presented before this Association 25 years ago. I have never 
forgotten the circumstances which led up to my presentation of that paper. 
During two summers, beginning with the early spring and running through 
the autumn as late as we could, I placed tuberculous patients in tents. A 
number of these cases improved markedly, their temperatures became much 
more favorable, but when they had to move into the house where the wards 
were crowded, a number of these cases began to fail at once and some of 
them died within a few months. 

The hospital with which I have been connected of late years has no 
wards for tubercular patients and it has always been on my conscience when 
we see patients come into the hospital in whom tuberculosis, in the first 
instance, is not apparent, but who later on developed the disease, and with 
still no proper facilities for their special treatment. These are often young 
subjects, cases of dementia przcox, but we see it in cases, as for instance, 
manic depressives, who are recoverable as to the psychosis. Dr. Klopp has 
laid out a splendid program of what every hospital ought to have. The great 
difficulty is that these special departments cost a great deal of money and 
it is difficult to obtain it, not from the managers of the institutions but 


from the legislature. Still we must go on with our propaganda the best 
we Can. 


Mr. T. B. Kipner.—Mr. Chairman, Dr. Klopp did me the honor to refer 
to a report that Dr. Samuel A. Hamilton and I made on the subject of the 
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housing of the tuberculous insane last year and I had the honor of pre- 
senting a few remarks on the subject at your last annual meeting. I think 
it well to point out again what we found; namely, that when the simple, 
open type of shack as adopted some 20 to 25 years ago for tuberculous 
patients in general, it was copied and many were erected in hospitals for 
mental diseases, but the whole picture of the treatment of tuberculosis has 
changed and today, instead of the open shack, which has disappeared in 
practically all tuberculous institutions for normal tuberculous persons, proper 
substantial hospital buildings are being erected. Dr. Hamilton and I found 
that the chief trouble was that only the harmless, quiet type of patient could 
be cared for in most of the special buildings which mental hospitals had 
provided for their tuberculous patients. The disturbed cases, the noisy cases, 
the dangerous cases, had to be kept in the buildings with the non-tuber- 
culous patients because the shack type of structure that had been erected 
made no provision for their care. 

I think it interesting to note that there is a very great similarity in one 
respect between the treatment of mental patients and the treatment of 
tuberculous patients. Formerly, as you know better than I do, it was merely 
custodial care for mental patients, and 20 years ago it was little more than 
custodial care for tuberculous patients. Today, a great many more things 
in the way of active treatment are provided for tuberculous patients and 
because of that, great changes have been made in the type of equipment. 
The buildings in which tuberculous patients who are seriously ill are housed 
that are now being provided are scarcely different from a modern general 
hospital. The chief difference between them and the general hospital is 
that more porch space is provided. In that respect, the general hospitals 
are catching up and asking for open balconies for various diseases and 
conditions. 

Another point is the great increase in the proportion of patients who 
require infirmary care. A few years ago, the American Sanatorium Asso- 
ciation laid down the standard of 20 per cent of the beds for infirmary 
cases; that is, cases requiring bed care. Today, the average proportion of 
bed cases in public sanatoriums throughout the country is well over 50 per 
cent, and I think the same thing will be found in the case of tuberculous 
mental patients. Therefore, we want to build for our tuberculous insane 
patients substantial buildings with provision for treatment of all kinds. 
I must not take more time but I want to add one word with reference to 
what Dr. Klopp said about large porches for sun treatment. 

There has been invented within the last two years a glass which has the 
property of transmitting the ultra-violet ray. Already three or four large 
hospitals in this country have installed it. It is an English invention and, 
within the last ro days I have been informed that the rights for its dis- 
tribution in the United States and Canada have been secured by a very 
responsible firm in New York and it will be on sale directly. For the 
installations of this glass that have been made up to the present in American 
hospitals it has been purchased direct from the inventor, but it will be 
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obtainable readily now on this side. It is in two types; a clear glass and 
a cathedral glass. In some cases the cathedral type, which is slightly obscure, 
is being put in the upper two-thirds of the windows of the sanatoriums 
and preventoriums in which it is being used and the clear glass in the 
lower third, so that the patients may see out. It is a little more expensive 
than ordinary glass. The only thing we have hitherto had in response to 
our request to the scientist to provide such a material has been the quartz 
glass which is, and must remain, nothing more than a laboratory curiosity, 
because its price at present is one dollar a square inch and this new glass 
can be sold at not a great deal more than common glass. I think it is going 
to solve the problem of bare-body sun treatment in cold weather. In our 
mental hospitals as well as in hospitals for the treatment of tuberculosis and 
in childrens hospitals where rickets and nutritional diseases are treated, we 
shall soon be putting in this new glass in all parts of the buildings reached 
by the sun. 


Dr. KirkK.—I just want to mention one point in regard to early diagnosis 
of tuberculosis. One of the speakers mentioned the importance of the 
laboratory examination. I believe if we wait for laboratory examinations, 
it is too late. The sputum examinations frequently do not show early indi- 
cations. Now in going through the wards, if you see the patients are 
underweight and they have an increased pulse rate, say up to 90 or I00 
and the temperature in the evening is a half a degree or degree, that patient 
should be segregated. By adopting that method, suspects who show those 
three symptoms are put to bed and we know the important points in the 
treatment—rest, fresh air and diet. 


Dr. HorrMAN.—The roentgenograms put up here are arranged in a 
series. The upper one on the left is a normal chest. The next one is a 
case in which the lungs show no symptoms but the heart is small and of 
the type which occurs in the suspicious group. The next case has only 
very mild symptoms and so we go on through the series. By the time we 
get to this case, there are well-marked symptoms in the upper lobes, the 
kind of case that we were taught in school is the typical tubercular with 
lesion in the upper lobe. The last case is an advanced one. The first case 
on the left in the bottom row is an extreme case, showing cavitation. The 
next group is one case taken three different times. This is an individual 
whose physical examination showed no signs but from weight and tem- 
perature indications, was sent to the tubercular pavilion. Subsequently 
she had an immense hemorrhage closing up entirely the left side of the 
chest. We selected that to show the rapid absorption of the hemorrhage. 
The second picture was taken one week after the first and the third two 
weeks later. The last two in the lower series are cases of empyema. 
When our consultant was interviewed about that case after the first roentgen- 
ogram was made, the opinion expressed was that we had better not attempt 
any interference. The last film was taken four months after the first and 
showed that the fluid had been absorbed. There remains only some thick- 
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ened pleura in this area. The ribs are retracted here but the lung struc- 
ture has improved remarkably under the ordinary treatment of rest and 
sunshine. 

The man in the last case is 45. The age of the preceding case is 38 or 
39. The last one in the right upper row and the one to the left in the 
lower row are of course beyond any therapeusis and the death certificates 
have been made since the films were taken. The interesting cases are the 
upper ones in the left. 

Most of the people who are in our tubercular pavilions are cases of 
dementia precox. The pavilions we have contain 5 per cent of the total 
hospital population and I think that is insufficient. There should be an 
additional 5 per cent as accommodation for preventive work. I think from 
our figures, if we had open-air accommodations or some special provision 
for preventive work for 5 per cent of our cases, we could accomplish very 
much more. 

I have our death rates for 13 years before me. During the first five 
years of the Allentown Hospital, tuberculosis was the second in frequency 
in cause of death, general paralysis usually taking first place. During 
1919 and 1920, tuberculosis was our most frequent cause of death. During 
the other years, tuberculosis was either the third or fourth in frequency 
as regards cause of death. 


Dr. KLtopp.—We need more and more to impress the importance of pre- 
ventorium in these cases, especially the prolonged and infirmary cases. 
When they are losing weight and you do not seem to be able to accomplish 
anything, if you give them that same treatment, they will be more likely 
to gain. 

In regard to the sputum, there is one factor that hasn't been brought 
out. A good many of our mental patients swallow sputum and will not 
cooperate so there is difficulty in obtaining the sputum. The pathologist 
continually complains he can’t get results in requests for sputum. 

I do believe much could be learned, as brought out by the first speaker, 
if we had a statistical table for tuberculosis. 
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THE RELATION BETWEEN PSYCHIATRY AND THE 
SOCIAL SCIENCES.* 


By HERMAN M. ADLER, M.D. 


The relation between psychiatry and the social sciences can be 
considered from two angles: First, as the relation between psy- 
chiatry, the science, and the social sciences as sciences, and second, 
as the relation between the practicing psychiatrist and the prac- 
ticing social worker. In the first instance we have to delimit two 
fields of scientific work and perhaps even arbitrate between two 
groups of scientists one of whom seems slightly envious of shall 
we say the more lurid aspects of his brother’s problems and a bit 
inclined to give up straight sociology for an amateur Freudianism. 
In the second instance we have to define the relation between two 
practitioners caring for a given patient. 

This is, of course, not intended to make any hard and fast dis- 
tinction between “research” and “ practical ”’ psychiatrists, nor 
even between research sociologists and psychiatric social workers, 
for as I shall point out later the psychiatric social worker is often 
of such a grade that she may very well be able to make a contribu- 
tion to research. 

Let us first consider the relation between purely scientific psy- 
chiatry and the social sciences. Any investigation of a living organ- 
ism, whatever the purpose of the investigation, cannot be complete 
without a consideration of the environmental influences under 
which the organism is living. The more complex the organism 
studied, the more numerous are the environmental factors that 
must be considered. In the case of man the complexity is so great 
both within the individual and without that all the factors and 
their relationships will probably never be known. 

In the search for the springs of human behavior the scientist 
has long been aware that the mind is at the very center of the 
problem. But behavior is not the direct functioning of the mind, 
but rather the result of two interacting agents. These reactions 
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take place at the surface where the individual and the environment 
meet. The individual is surrounded by an environment which is not 
homogeneous but which is more concentrated and more complex 
in his immediate vicinity. The social arrangements, customs, laws, 
and structures form the more highly organized and more perma- 
nent environment about the individual, and here lies the interest 
of the sociologist and the economist. The most highly complex 
and the most quickly reacting portion of the environment of any 
individual, however, is comprised of the other human beings in the 
community. The environment may be regarded as made up of 
concentric areas merging into one another from the immediate and 
personal relationships between the individual, his family, rela- 
tives, neighbors and community, outward to the more slowly react- 
ing universe. 

But this plane of contact between the individual as a whole and 
the environment does not represent the only reacting surface. 
There is within the individual at least one other reacting surface, 
namely the plane of contact between the mind and the rest of the 
organism. To the conscious self the rest of the body may and does 
often appear as environment. One might suggest that there is a 
still more centrally located surface at which reactions take place 
between the conscious and the unconscious functions. There are 
therefore social implications and behavior reactions the origin of 
which must be found not only in the relation between the outer 
environment and the organism, but within the organism itself. This 
phase of the problem is clearly in the sphere of psychiairy and 
psychiatry alone. It will thus be seen that the psychiatrist has 
full charge of what is probably the most important segment of the 
social mechanisms. 

But in the study of behavior which arises from the reaction 
between the individual and the outside world the social sciences 
as well as psychiatry have an important role. In the attempt to 
apply scientific methods to an investigation of the social environ- 
ment a number of specialties have been developed. Thus, political 
science, economics, and sociology each bear upon the problem of the 
environmental factor in man’s life. In the past there has seemed 
to be a wide gap between these specialties and the biological sci- 
ences, though in many instances the scientific imagination has fore- 
seen that this gap would be bridged. At the present moment, 
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indeed, although the gap is still as wide as it ever was, there is 
a movement on foot to apply to the social sciences the methods of 
the more exact sciences. The sociologists, for instance, have found 
the experimental method very useful, and the statistical method 
based on close observations has yielded perhaps more fruitful 
results. These, however, are still far short of the goal of the 
sociologist. 

It is clear that there is a question here of divided authority and 
responsibility, which might easily lead to rivalry between psy- 
chiatry and the social sciences. It would seem advisable, therefore, 
to attempt to delimit the field, and in connection with this there are 
certain questions which are still in the state of speculation and 
which will add to the confusion unless they can be cleared up. 

The sphere of psychiatry includes the entire field of human 
behavior in its pathological manifestations. Psychiatry, therefore, 
will not cede to anyone its rights in regard to the social factors 
involved in any individual case. The psychiatrist is interested in 
the individual and regards society as being made up of individuals. 
On the other hand, sociology claims the field of social relations. 
While it recognizes individual variations and pathology sociology 
claims that in regard to social implications the psychiatrist has 
little or nothing to contribute. It is true that psychiatry is not 
concerned with a concept such as that of the group mind, which 
implies that while society is composed of individuals, yet when 
they are integrated into a social organization the resulting behavior 
of the group as a whole is not to be explained on the basis of the 
individuals who compose it, but that something new has been 
created which does not exist in any individual but only in a group 
of individuals. The sociologist is not interested in the individual 
but in the group which is made up of these individuals. He deals 
with the group in regard to social arrangements, customs, and 
manners. The larger the group the more accurate will be the 
statistical and other generalizations drawn. 

It is, perhaps, only fair to the social scientist to admit that if his 
science is not yet quantitatively exact—not yet on a par with 
physics and chemistry—neither is the science of the psychiatrist. 
But though psychiatry deals with a subject which in many respects 
has eluded the attempts of the investigator to apply the rigid rules 
of mathematical science, it is nevertheless becoming more and 
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more subject to the exact methods of modern medicine ; and though 
our knowledge of the mental factors in behavior may still be far 
from our ideal, we may assume that the use of the methods of in- 
vestigation which we now possess and others which we may rely 
upon developing will eventually yield precise knowledge such as we 
have attained in other fields of science. 

When it comes to the second relationship, that between the prac- 
ticing psychiatrist (who, by the way, is usually the same person as 
the research psychiatrist) and the psychiatric social worker, we 
have a very different situation. For although the psychiatric social 
worker is the practitioner of the sociologists she is not concerned 
as they are with the group, as such, but rather, like the psychiatrist 
himself, with the individual. 

Parenthetically I might say that I am speaking only of the 
trained psychiatric social worker. Modern social work which sup- 
planted the older unsystematic methods of philanthropy represents 
a recognition of the futility of haphazard judgments and methods, 
and the necessity for a purposeful regulated program. But it is 
natural in view of the history of this movement that social work 
still numbers in its ranks many who are in no way to be regarded 
as scientific workers: These are persons motivated by the desire 
to be of help in alleviating the social ills of humanity who still 
employ the methods of propaganda and reform. 

The development of the psychiatric social worker was not a 
mere accident. She came into being because there was a definite 
work to be done which could not be done satisfactorily by any 
existing specialist. The psychiatric social worker stands between 
the psychiatrist and the social problems of his patients. Where 
the personal interests of the patient are concerned she takes the 
point of view of the psychiatrist, but with regard to general social 
problems she represents the social sciences. 

More concretely, the psychiatric social worker serves to make 
observations in regard to the environmental factors but always 
bearing in mind the peculiarities and characteristics of a particular 
patient. The environmental and social factors of a case are 
analyzed with the intention of assisting the psychiatrist in making 
a diagnosis and determining upon a treatment. The treatment, so 
far as it is social, is carried out by the social worker. Since she 
deals with environmental factors and since we may properly speak 
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of the patient as at the center of influence it is clear that the social 
worker has charge of that part of the problem which expands the 
further one progresses from the individual. This carries with it 
an important implication. The psychiatrist who works at the 
center of the problem, upon the individual himself, cannot under- 
take properly to do all the work that is required. A division of 
labor is inevitable. Furthermore, psychiatrists are now and will 
necessarily always be relatively scarce. There will never be enough 
psychiatrists to deal with every phase of every case. The psy- 
chiatrist must have sufficient time to see all the individuals that 
require help and sufficient leisure to make decisions in regard to 
each case. The psychiatric social worker then acts as the psy- 
chiatrist’s representative, as a sort of projection of the psychiatrist 
into the environment of the patient. She must therefore be 
equipped with a sufficient knowledge and expertness. She must 
be to some extent a psychiatrist and to some extent a sociologist. 
She need not, of course, have a complete training in medicine and 
psychiatry, but it is essential that she be equipped with a compre- 
hensive knowledge of what psychiatry is, what it deals with, what 
its principles are, and what terms it employs. Likewise in the field 
of sociology the psychiatric social worker must be familiar with 
the generally accepted beliefs in regard to social arrangements, 
housing, education, economics, and recreation. She must be familiar 
with all the provisions existing in the community for the various 
needs of the patient. 

It is obvious that this does not preclude the possibility of pro- 
fessional advancement in social work, nor above all of research. 
A worker of this grade of ability and experience cannot be regarded 
as merely a blind tool of the psychiatrist. On the other hand, the 
psychiatric social workers themselves have largely insisted upon 
their own inability to be anything more than an extra pair of hands 
for the psychiatrist. But whatever the modesty of the psychiatric 
social worker may dictate it is clear that the psychiatrist cannot 
accept such a relationship. There are many problems, some of them 
of considerable importance, which can justly be left to the decision 
of the psychiatric social worker. In fact in many instances the 
psychiatric social worker because of her knowledge and grasp of 
the social situation of the patient will be able to make a better 
decision than the psychiatrist. The psychiatric social worker in- 
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evitably must become not merely the agent of the psychiatrist in 
dealing with the environmental situations of the patients, but a 
specialist associated with the psychiatrist and professionally sub- 
ordinate to him. 

The comparison has often been made between psychiatric social 
work and nursing. There are certain respects in which this simile 
does not hold. The nurse, who deals with the patient isolated from 
the environment, merely gives continuity to the physician’s service. 
The psychiatric social worker, however, deals with the reverse of 
this situation. To her the environment is the problem. This neces- 
sitates an entirely different relation between the psychiatrist and 
the psychiatric social worker. This is demonstrated by the fact 
that the psychiatrist in treating institutionalized and hospitalized 
cases has recourse not to a psychiatric social worker but to a 
psychiatric nurse. When the patient leaves the hospital and re- 
enters the community the psychiatric social worker becomes active. 

It is evident that the psychiatric social worker must assume more 
importance and be granted more authority in psychiatry. 


DISCUSSION 


Dr. DeaRBoRN.—Dr. Adler has suggested that there would never be 
enough psychiatrists to supply the demand for the services of the public. 
It seems to me there is a large untapped field of competition here which 
the psychiatrists are not quite sufficiently recognizing, and I refer, of course, 
to the psychologists, the academic psychologists. 

I merely wish to put this before the Association as a proposition which 
sooner or later will have to be faced. The psychologists, the academic 
psychologists in the universities and the colleges, are learning psychiatry, 
and personally, though I am a sort of straddler of both these professions, 
I see no reason why an academic psychologist should not be an expert 
psychiatrist, when trained in the new clinics now being developed. 

Take an institution, for example a state hospital—so far as I know, 
there is no insuperable reason why a psychologist should not do the psychia- 
tric work in a state hospital and have general physicians to do the other 
medical work. 

My notion is simply, ladies and gentlemen, that the psychiatric profession 
has something to think about in the way of supplying a deficit of personnel, 
and it is possible that the time may come when they will have something 
to think of in the way of competition from the psychologists. Everything, 
it seems to me, that Dr. Adler has said about the social worker applies with 
greater force and vigor to the great number of psychologists being broadly 


educated in the universities today. Psychology properly speaking includes 
psychiatry. 
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Dr. Britt.—Dr. Adler’s paper was very interesting and illuminating. 
It brought up to all of us problems that we know, and the suggestions made 
are certainly to the point. Nevertheless, I feel that one cannot make the 
distinctions he suggested if he means to say that one must separate the 
various duties of both and that one should do this and the other that. 

Let us understand the problem. I do not think that any one but a 
physician trained in a hospital for the insane—I say a physician, not an 
academic psychologist (laughter)—a physician graduated from a regular 
school and then trained in a hospital for nervous and mental diseases—I 
do not think that anyone else is qualified to treat cases that need psychiatric 
treatment. 

On the other hand, we know that within the last fifteen or twenty years 
the psychiatrist has had to broaden considerably his activities. Psychiatry 
now includes any number of problems which touch many other problems. 
When I was in the state hospital, we barely touched on all those social 
problems that are now justly considered as part of the patient’s adjustment. 
The moment one begins to study any psychiatric case as we do today, one im- 
mediately finds that one deals with a problem of adjustment, that is, a social 
adjustment to the patient’s environment. The first part of the problem is 
purely psychopathological and this certainly belongs only to the domain of 
pure psychiatry, that is to the physician. However, when we begin to look 
into the psychogenetic aspects of the patient, we find that for reason or 
reasons the patient got into some misunderstandings with his social world. 
This is not as strange as it might seem, we all have the same difficulties, 
it is simply a question of degree with the patient. 

For our whole present philosophy of life is based on this good bluff 
promulgated so long ago by Hugo Grotius, “ Homo animal socialis est” — 
the human being is a social animal, consequently we are all supposed to 
love one another. As a matter of fact the Good Book has known better, 
for “The imagination of human heart is evil from the very beginning,” 
is boldly proclaimed there. Hobbs, a philosopher who seemed to know 
human nature agrees with the latter view when he states that life is a war of 
everybody against everybody else. The moment you begin to hear about 
arbitrations, comity, and friendship between nations, prepare for war; there 
is something going on, The pre-war period of the late international outburst 
amply demonstrates this. Now what is true of races is true of the individual. 
From the very beginning he is full of the devil, so far I agree with the old 
theologians. His future adjustment depends altogether on his ability to con- 
trol or even give up some of these primitive, blind needs. A neurosis or psy- 
chosis signifies a deadlock in the struggle between the individual and his en- 
vironment. In the neurosis a reconciliation may still be effected, while in the 
psychotic this is practically impossible. The whole gamut of the patient's 
mental and emotional life must be thoroughly investigated ; unlike the surgeon 
or even the internist, our examination is focused on the whole living being 
with all his ideals and banalities. To do this rightly we have not enough 
psychiatrists. I fully agree with Dr. Adler, and properly trained psychiatric 


668 PSYCHIATRY AND SOCIAL SCIENCES [ April 


nurses could surely assist us and be of great help to the patient. In this 
connection I might say that Dr. Dearborn is quite wrong when he thinks 
that the academic psychologists can help us in any way. In the first place, 
their haughty make-up precludes this. They presume to know all those 
things that they cannot possibly know, not having had any clinical 
training. One cannot judge these abnormal mental workings just because 
one knows how to construct a complicated drum upon which theoretical 
curves are registered. Long before I was a psychiatrist, I studied for 
years all the academic psychology then at my disposal and when I came 
to the hospital for the insane and tried to apply it I found it absolutely 
useless. I couldn’t do anything with it! There is no way of applying 
academic psychology to the workings of the abnormal mind. To be sure 
the academic psychologist could assist us if he should acquire a good 
clinical training which he does not think he needs. There is a place for 
the psychiatric social worker who has been trained in the psychogenetic 
aspects of mental disturbances and is thus able to envisage some of the 
problems confronting the psychiatrist. I am convinced that we need the 
psychiatric social worker but I feel that the psychiatric social workers 
should get a better training. They should know more clinical psychiatry 
with all its social implications. But the whole problem must be controlled 
by the trained psychiatrist who is a physician in the first place. 


Dr. McCorp.—I can’t hope to out-Brill Brill, but my experience has 
been much along the same line, and as Dr. Dearborn was speaking, I 
couldn’t help recalling the fact that I took my Master’s degree in psychol- 
ogy before I studied medicine and I had the same experience Dr. Brill had. 
I had to forget that kind of psychology. I wrote my Master’s thesis on 
a psychological subject and I had to forget it when I came to apply it to 
the problems of mental disorder. 

In addition, within the past two years it devolved upon me to select 
a staff for a piece of psychiatric research work in an institution. In select- 
ing a person to serve as resident psychologist, I reviewed the credentials 
of forty-two psychologists. Five of them were psychologists with doctor’s 
degrees in the subject, and all of them had Master’s degrees. I found, 
when it came to a matter of educational measurements, or the giving of 
group tests in school systems, or classification of pupils for academic pur- 
poses, the most of them were well equipped; but when it came to an under- 
standing of the underlying principles of behavior in children, I found only 
two I considered adequate to meet the needs of the situation. 

The point is, when we consider the psychologists who are doing clinical 
work, we can count them on the fingers of one hand, and the end result 
is that they are not really psychologists, they are more; they are really 
psychiatrists, in spite of the fact that they have not perhaps medical 
degrees. I mean people like Dr. Augusta Bronner of Boston or Dr. Jessie 
Taft in Philadelphia, who in addition to being psychologists, have had 
sufficient training or contact with psychiatrists to have mastered much of 
their technic and in addition are sociologists; and that makes the com- 
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bination, I take it, that Dr. Adler’s paper points attention to specifically; 
then, too, this great assistance that psychiatry is now obtaining in the 
psychiatric social worker, must be recognized; a person who, by all odds, 
knows more psychiatry than any general practitioner of medicine, irrespec- 
tive of how good his training has been; a person who knows more psychiatry 
than the psychologists, that is the so-called academic psychologists of our 
colleges. 

Why they are still, in no less a place than one of our state colleges 
(training teachers for secondary schools), teaching anything but clinical 
psychology; the man who heads the department is an old philosophical 
psychologist and is still arguing as to the constitutional make-up of the 
devil; and so I think that the, psychiatric social worker, as Dr. Adler has 
pointed out, offers us the biggest and most helpful associate in attacking 
our problems whether they be institutional or whether they be in private 
practice. 

If I am not mistaken, I think Dr. Brill makes use of a psychiatric social 
worker is his private work. I know it is the ambition of all of us in private 
practice to have such a person. We certainly feel the need of having 
some one to evaluate the human environment, because that is the most 
important set of conditions in the production and precipitation of the 
behavior of the patient. It isn’t the kind of survey that the average medical 
case-worker would make, but it is the sizing up of the human environment 
and contacts in the home, and here is where the psychiatric social worker, 
and she alone, seems to be today equipped to do. 


Dr. ApLer.—Mr. President, I did not discuss psychology, original sin, 
or prohibition, because they were not on the title I was assigned. I was 
assigned a very definite subject and tried to stick to it. 

There is a great deal in what has been said and a great deal more might 
be said on the subject of psychology, and clinical psychology, and as to 
whether such psychologists know pathology or not, but the important point 
is in dealing with the organism as a whole, which is necessary, and that 
means also dealing with environment. Psychology itself cannot cover the 
whole field. 

Whether the assistance will be developed through psychology, sociology, 
or economiés, so long as the results are indicated so that results can be 
obtained, I agree with Dr. Brill and Dr. McCord, and I said it was not a 
question of rivalry or professional jealousy, but a question of division of 
labor, and it is important to know that we were speaking about psychology 
and not about a certain psychologist or a particular psychiatric social worker. 


THE CONSTITUTIONAL PSYCHOPATHIC INFERIOR 
A MENACE TO SOCIETY AND A SUGGESTION FOR 
THE DISPOSITION OF SUCH INDIVIDUALS * 


By DR. R. H. BRYANT, 
Assistant Physician, Central Louisiana State Hospital, Pineville, La. 


In the light of our present-day knowledge, some of our social 
problems which have heretofore been considered as strictly prob- 
lems for society to deal with have come to be more properly 
considered as psychiatric-social problems, because it has been 
found through investigation from a psychiatric standpoint that 
many of these social evils are the result of a disordered per- 
sonality. This has been brought out very excellently and with 
particular force by Southard and Jarrett in their book “The King- 
dom of Evils.”* This is undoubtedly the conception of the Na- 
tional Committee for Mental Hygiene and it is very apt to 
be the conception of those who have had occasion to observe these 
social evils in their relation to some of the patients who come to 
hospitals for the insane. Furthermore, it is gratifying to see an 
awakening of the general public in regard to some of these ques- 
tions. Those who have to deal with these problems seem to be 
coming more and more to the conclusion that many of the indi- 
viduals who contribute to these social evils are more or less 
irresponsible. As a result of this feeling, in the public mind, many 
individuals who formerly were disposed of in some other manner 
are now being sent to institutions for the care of the insane. 
Because of this condition of affairs, it is believed that a consid- 
eration of certain ones of these individuals, from the standpoint 
of a state hospital physician, would not be out of place. 

It being impossible to consider the entire subject of delinquency 
in a paper of this kind, the author has confined himself to one 
particular class of individuals, and by referring to some of the 
investigations of others which show the relation of this type of 
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individual to one of our greatest social evils, namely, crime, to- 
gether with his own cases, he hopes to be able to draw some 
conclusions as to what is best to be done in order that some of 
these conditions may be relieved, to some extent at least. 

The particular type that is considered in the following remarks 
has been designated by various terms (moral insanity,’ constitu- 
tional immorality,” psychopathic personality,“ constitutional psy- 
chopathic inferiority,’ constitutional psychopathy,’ socio-paths,’ 
and psycho-satipaths )*; but in order that it may be more definitely 
known as to just what kind of individual the writer has in mind, 
he quotes what Lind” has called a textbook definition: “Anomaly 
of Character, which because normal or usual to the individual 
cannot be said to properly constitute a psychosis but because it 
leads to a rather inefficient type of adjustment of the individual to 
his envitonment and because persons exhibiting these peculiarities 
often become actually disordered, may be considered a borderland 
condition.” 

According to Visher,” this type of personality was known by 
Pritchard as early as 1835. Since then it has received varying 
degrees of attention by many writers of books on mental diseases 
but most of these writers give it very little attention. Recently the 
entire subject of delinquency and its relation to some of our social 
evils has received much attention in the literature, but there are 
surprisingly few studies which show the actual relation of the 
constitutional psychopath to crime. It seems to be the general 
opinion of those who have made these delinquency studies that 
the constitutional psychopath is responsible for a considerable 
percentage of crime, but when one undertakes to show this by 
actual statistics it is found that there are very few statistics con- 
cerning this particular group. However, in looking over the litera- 
ture the author has been able to collect a few very enlightening 
investigations and after brief comment on the subject in a general 
way, he wishes to call attention to some of these investigations. 

With this type of individual, as many other forms of mental 
trouble, there seems to be very little known as to the etiology. 
Much of the literature on the subject does not even mention this 
phase. Most of the older writers seem to be of the opinion that 
the condition is hereditary or at least congenital. This is indicated 
by the terms which they use to designate the type of individual. 
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Some of the more recent literature lays considerable stress on the 
environmental side “ and quite recently we have been advised that 
this condition, as well as most other mental disturbances, is due 
to the “ Masculine Protest.” ” It is perhaps true, as indicated in 
a recent publication (Heredity in Mental and Nervous Diseases) ,” 
that the etiology in many of our mental diseases has not been satis- 
factorily settled, yet, it seems, from a clinical standpoint, at 
least, that we are somewhat justified in believing that heredity 
has a considerable part to play in the production of such individ- 
uals as these. 

What has been said regarding the etiology might be repeated 
as to the mental mechanism of this type of personality. The very 
fact that so many terms have been used to designate it, is evidence 
that these individuals are not well understood. It seems fairly 
well settled though, that the cause of the abnormal behavior is 
due to some abnormal condition of the emotional element of the 
mind; it having been shown many times that these individuals are 
of the average or above in the intellectual field. Just how this lack 
of emotional equilibrium acts, though, to produce such a per- 
sonality, there seems to be some doubt. 

Without going into detail regarding this phase, the writer may 
say that after examining several articles dealing with this particu- 
lar phase, he is inclined to agree with Clark,” that their abnormal 
behavior is most likely due to a lack of the “ sentiments,” making 
sentiments conform to Shand’s conception as outlined by McDou- 
gal, namely, a sentiment is “an organized system of emotional 
tendencies centered about the idea of some object.” Because of 
this lack of sentiment these individuals seem to have “no aim” 
in life. Viewing them from a behavioristic standpoint, it seems 
that one is justified in adding another term to the already too 
many, in order to express in one word the impression they give, 
namely, /ndividualists. They certainly have their own peculiar 
way of reacting toward the Herd. They have their own peculiarly 
selfish, egotistic way of reacting to social customs. They seem to 
have a good enough conception of what society believes to be right 
and wrong, yet they do not propose to be governed by this knowl- 
edge. They fail to see the necessity of subjecting themselves to 
the will of society. To use a lay term, they have no “community 
conscience.” But whatever the mental mechanism may be, the fact 
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seems to be, that they are continually coming into conflict with 
social customs and the law. Perhaps as Townsend ™ indicates, we 
shall never know just why individuals behave as they do until we 
find a better way of measuring human conduct. 

Just how many such individuals there are, there is no way of 
knowing at the present time, Strecker and Ebaugh ™ in a study of 
70,889 first admissions to state hospitals found that psychoses 
associated with this condition constituted 1.2 per cent of the total 
number, but of course this only represents a very small minority, 
as many of this type of personality never reach state hospitals. 
As is well known, many of them are found in prisons, reform- 
atories and the like. 

Some idea as to their contribution to crime may be gained by 
the data contained in the investigations which the author was able 
to obtain from the literature and which is shown in tables on 
another page. By referring to Table 1, it will be seen that here 
is represented a total of 7265 criminal court offenders who have 
been examined with special reference to their mental condition. 
Of this number 2254 or 31 per cent were diagnosed constitutional 
psychopaths. Table 2 represents two investigations made of this 
type of individual in hospitals. One of these consisted of a total 
of 27 cases. This number had been responsible for 44 criminal 
offenses. The other represents a total of 50 cases. This number 
had been responsible for 48 court offenses. In addition to this, 
Kraeplin™ is quoted as showing that 54 per cent of the men 
and 334 per cent of the women of this type come in contact with 
the courts. Another very interesting point in regard to Table 1 is 
that three of these investigations show the percentage of ricid- 
ivism. This varied from 29.7 per cent to 86.8 per cent. 

The present writer made an investigation of 28 cases, represent- 
ing the total first admissions of this type to the Central Louisiana 
State Hospital during the period from September, 1919, to Janu- 
ary, 1926. Of this number I9 were white males; five were white 
females; two were colored males and two colored females. It 
may be added that eight of this number developed mild psychoses. 
Other data concerning this group will be found in the tables which 
are made part of this paper. The only thing that needs comment 
here is the nature of their antisocial behavior. While it was im- 
possible to correctly determine the total number of offenses which 
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this group of individuals had been responsible for, yet it is safe 
to say that it is as high or higher than that given by the two 
investigations quoted above. By referring to Table 6 it will be 
seen that these patients were grouped in what I have called anti- 
social behavior types. The idea being an attempt to show the 
most marked characteristic antisocial peculiarity. Under this 
classification “ incorrigibleness ” heads the list with 9; vagrancy, 
5; homicidal tendency, 2; defrauding, 2; immorality, 2; theft, 2; 
alcoholism, 2; marital trouble, 2; arson, 1; drug addict, 1. The 
high number of incorrigibles, here, it would seem, is further 
evidence that this type of individual is not amenable to the ordi- 
nary means of family discipline. This table by no means, though, 
tells the whole story of their antisocial conduct. Most of them 
had been arrested at some time for law violations and some of 
them had spent their lives in and out of trouble due to their anti- 
social behavior. For instance, the one under “drug addicts’” 
had been arrested on several occasions for stealing. Two in other 
groups had been drug addicts and as a consequence had stolen 
many times. The two under “ alcoholism” had been arrested nu- 
merous times, while two under “ incorrigibleness ”’ that we have 
been able to keep up with since they were discharged from the 
hospital, have spent a good part of the time in jail for antisocial 
behavior, and two of this group were convincing liars and had 
been stealing all their lives. It may be added that none have been 
helped by hospital treatment. 

To my mind, three things in the above investigations, stand out 
clearly. First, that a large percentage of this type of personality 
are definitely antisocial and are contributing to one of our greatest 
social evils to the extent that they constitute a real social menace. 
Second, that the part they play in producing crime is out of 
proportion to the actual number, because of the high percentage 
of ricidivism among them. Third, that whatever measures are 
taken to curb them in their criminal career cannot fail to consider 
their peculiar personalities. 

The object of all these investigations being to gain sufficient 
knowledge of the situation to formulate some plan whereby so- 
ciety may be ultimately relieved of these evils, the question arises 
as to what may be done to remedy the condition, for, as has been 
said, “After all, very little actual benefit and constructive work 
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can be hoped for as a result of the contact of psychiatry with the 
problems of criminology, unless the facts solicited by the psy- 
chiatrist are utilized in connection with whatever endeavor the 
penal institution put forth for the reconstruction of the individual 
prisoner.” ” 

It may be admitted that we yet know all too little concerning 
these individuals, but then, we are reminded that we also knew 
very little about the insane and feebleminded at the time society 
demanded relief from them. Furthermore since provision has 
been made for their care, we have been learning more and more 
about them, until at the present time enough is known so that 
many of them are enabled to return to society. Probably not as well 
equipped as they should be, yet, they manage to get along after a 
fashion. Moreover, we have learned how to take better care of 
those who have to continually live in institutions. Certainly, we 
have learned that institutionalization is the only way in which some 
of these individuals can be properly cared for and we do not 
hesitate to institutionalize those who are a menace to society. So, 
it may be that some such result can be obtained if the proper pro- 
vision is made for this type of personality. 

It is not the purpose of this paper to discuss the problem of 
criminal insanity or to comment on the subject of responsibility 
and irresponsibility. These have recently been presented much 
more intelligently than the present writer could hope to present 
them, even if time would permit.” It has seemed to the writer 
though, that the question of responsibility and irresponsibility 
should have very little to do with the question of what disposition 
should be made of these individuals. The object should be to 
relieve society of this particular menace by the best method pos- 
sible. Neither is it the purpose here to attempt the enumeration of 
the advantages or disadvantages of the many measures that have 
been taken to rehabilitate delinquents in general. This, too, has 
recently been discussed in the literature.” It may be said, though, 
that the fact seems to be, that nothing, so far, has been successful 
in reducing the incidents of crime, as we have very good author- 
ity for the statement that the same percentage (2 per cent) of 
the general population is instrumental in the production of crime 
now, as at any time since such records have been kept. 
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In this, as in all other social evils, the ideal method is, of course, 
prevention, and I believe it will be agreed that the work now being 
done by different agencies in connection with many schools and 
juvenile courts and especially the different clinics in different 
parts of the country sponsored by the National Committee for 
Mental Hygiene as reflected in some of their general reports” 
as well as by some special reports” of those who are doing this 
kind of work under their direction, will result in sufficient knowl- 
edge regarding some of these social evils and the individuals 
responsible for them that, ultimately, society may be relieved 
through prophylaxis. Furthermore, there is material in some 
recent publications * by those who are in intimate contact and 
doing special work with school children for just optimism in this 
direction. Yet, it would seem that there is an immediate need for 
something to be done in the way of relieving society of the present 
menace for which this type of personality is responsible. 

Theoretically, there should be some way found to rehabilitate 
these individuals, but practically, with our present knowledge at 
least, this cannot be done. It seems to be the consensus of opinion 
of those who have worked with these patients that, once this type 
of personality is formed and once the criminal career is estab- 
lished, little can be accomplished in the way of rehabilitation. 
While psychoanalysis may have proved to be successful in some 
other forms of mental troubles, we are advised that it proves to 
be of no value in this type of individual.“ Punishment, when used 
as a therapeutic agent and under proper conditions, undoubtedly 
has some deterrent effect, not only with these individuals but with 
other criminals also, but as it is ordinarily applied and under the 
conditions which prevail with our present penal institutions, it 
seems to have done little good. This is evidenced by the fact 
that even after the most severe punishment these individuals 
continue to repeat over and over again the same crimes. It is 
also quite evident that the ordinary sentences given these individ- 
uals do no good whatever. Certain it is that ordinary state hospital 
treatment does no good. Aside from the general opinion of those 
who have worked with these patients in hospitals, it has been defi- 
nitely shown by Visher * that not only does hospital treatment do 
no good but that it actually adds to their inefficiency. As Tanzi 
has suggested, perhaps the best solution would be segregation in 
agricultural colonies. 

42 
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A committee” working under the direction of the National 
Committee for Mental Hygiene has rather recently made recom- 
mendations for quite an elaborate penal system, but these recom- 
mendations included the entire criminal group and are probably 
somewhat more elaborate than most of our states are, at the 
present time, ready for. Especially so, as, most states already 
have some sort of provision made for the care of their criminal 
insane. There has also been considerable in the literature recently 
regarding the provision which has been made in Massachusetts * 
for the detection of the criminal insane and, no doubt, this is a 
great step forward in the proper direction, yet it seems to have 
one thing lacking, that is (so far as the writer knows), there has 
been no provision made for the disposition of this type of indi- 
vidual after they have been detected. 

Perhaps, Tanzi™ has suggested about the only disposition which 
will permanently relieve society of the menace for which these 
individuals are responsible. He says: ‘‘ Until criminals are placed 
under conditions of restraint, similar to those applied to lunatics, 
there will be neither doctor nor custodian who will be able to 
understand their feelings and to appreciate the metamorphoses 
that these feelings undergo. Such progress would be achieved, if 
these outcasts were to be collected in labor colonies and placed in 
a position to manifest, in a régime of activity, of justice, and real 
liberty, the profound qualities of their character. The best solution 
for the problem would be the agricultural colony under the en- 
lightened supervision of suitable officials.” Inasmuch as most of 
these individuals are able-bodied, the writer can see no reason 
why they should not be placed in a position where they could, at 
least, be partially self-supporting and, at the same time, thorough 
studies and investigations could be made in an endeavor to gain 
an insight into their mental mechanism. Of course, such a plan 
oi segregation would involve legal authority for the establishment 
of some method in connection with the criminal courts for their 
detection. But this could be done, I believe, with very little legis- 
lation and when the high cost of criminal convictions ($1000 to 
$1500) is considered, I think that it will be agreed that there will 
be no added financial burden. The sentence in these cases, by 
all means, should be indeterminate, for it is obvious that it is an 
impossibility for anyone to know in advance how long it will take, 
even if it ever can be done, to remold such individuals suffi- 
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ciently. For some of them, no doubt, it will mean a lifetime 
segregation, but this is the case now with many of our insane and 
it is necessary for the protection of society. So why should we 
hesitate to apply the same principle here? Certainly, these indi- 
viduals should not be discharged until it was evident to those who 
are trained in psychiatric-social problems, that they would no 
longer be a menace to society. Segregation, of course, would mean 
the making of provisions for their care, but again, this I believe 
could be accomplished without very much added expense. If the 
number should justify, a separate institution could be provided, 
if not, a suitable place could be provided in connection with our 
present penal institution. This would mean, necessarily, that they 
would be separated from those criminals who are normal mentally 
and their management would be under the direction of some one 
who is thoroughly acquainted with abnormal mental conditions. 

Finally, it appears to the author that such segregation has many 
things in its favor. First, it would rid society of a considerable 
number of a type of individual which contributes very largely to 
one of its greatest evils, crime. Second, it will give psychiatrists 
a chance to study these individuals at close range and over a 
sufficient period of time to learn something about them. Third, 
it will protect the individual from his own misfortune. Fourth, 
such a plan will enable the individual to contribute, some at least, 
to his own support, thereby relieving society of the burden of 
supporting him, to say nothing of the material loss he causes by 
his criminal career. Fifth, if the condition is hereditary, it will 
stop the propagation of such individuals. 


TABLE 1 
CRIMINAL CourT OFFENDERS. 
No. No. 
exam- psychopathic Per 
Report by ined personalities centag« Ricidivism 
608 115 18.9 86.8 
1288 543 42.2 20.7% to 60.2% 
300 129 43% Not given 
107 13 12.2 Not given 
113 7 6.2 Not given 
Raphael and others....... 1988 732 36.8 31.3 
2861 715 24.9 Not given 
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TABLE 2 


HospiTaL CASEs. 


No. No. of 

Reported by studied offenses 
24 27 44 
25 50 48 
49 77 92 


Cases studied by the author from the records of the Central 
Louisiana State Hospital. 


TABLE 3 
AGE AT ADMISSION. 

Years No 
I 
28 

TABLE 4 

PeErRtop OF HOSPITALIZATION. 

Months No. 

TABLE 5 

EDUCATIONAL STATUS. 

Grade No. 
Fiest to Fourth... 10 
15 


I 
| 
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TABLE 6 


CHARACTER OF ANTI-SOCIAL BEHAVIOR. 


No 
9 
2 
Homicidal tendency. 2 
Marital 2 

TABLE 7 
Civit STATUS. 

No 
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DISCUSSION 


Dr. Hutcuincs.—The doctor has very properly described the type of 
patient referred to in his paper as lacking in civic consciousness. It seems 
to me that we can think more clearly about this type of individual if we 
think of him in terms of immaturity. The manifestations of this condition 
are abnormal in adults but are perfectly natural in children. The gross 
selfishness, the unwillingness to subordinate his own wishes to the general 
welfare of the community, is a striking characteristic of these individuals. 
That mental attitude is common in all immature persons, it is normal in 
children up to seven or eight years of age. At that time, those who are 
destined to become normal acquire a new viewpoint gradually. Partly 
through their own development and partly through training and education, 
they are being prepared for civilized community life. But there are some, 
always the feebleminded, and some others, who later become psychopathic 
personalities. They never seem to acquire that civic consciousness which 
prompts them to subordinate their own individual wishes to the mode of 
behavior which best suits the community. Now I don’t think we need 
invoke heredity except in the feebleminded. It seems to me that the 
essential thing is the early environment. Beginning with the suckling, 
this process of training and education for adult life should begin and 
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unless feeblemindedness is present, very good results can be accomplished 
But everyone knows how poorly the average child is trained with ths 
object in view. He is not early introduced into a responsible feeling toward 
the community, towards the small circle natural to a child, and later on 
to the larger circle natural to youth, and finally to the still larger circle 
natural to the adult. 

It is a process of development which can be greatly helped by proper 
guidance but which may be easily directed into the wrong channels by the 
wrong attitude of the parents toward the growing child. 


Dr. Cortat (Boston).—I was very much interested in the general trend 
of the last paper and had not intended to discuss it but I was prompted to 
do so by some of Dr. Hutchings’ remarks with which I am in full agree- 
ment. I believe most of us will concede that today psychiatry is at the 
parting of the ways. We have gone through that stage of descriptive 
psychiatry in which the term of psychopathic inferiority is meaningless. 
Thanks to the interpretations of unconscious mentation as brought out 
through psychoanalysis, we are on the verge of a newer psychiatry which 
may be termed in interpretative or a dynamic approach. I do not intend 
to anticipate here what I shall say or hope to say later in the afternoon 
except that we must realize that the constitutional psychopathic inferior 
is anti-social in his behavior. In other words, the so-called constitutional 
psychopathic inferior still remains at the stage of infantile behavior. He 
is an individual who has not exchanged the ego ideals of his childhood for 
the ego ideals of society. Therefore, he acts in society as though he were 
still a child. I think if that point can be elaborated through psychoanalytic 
approach, we shall come to a better understanding of the so-called psycho- 
pathic inferior than by any descriptive method. 


Dr. SuLLIVAN.—I take the liberty of discussing Dr. Bryant’s paper and 
Dr. Hutchings’ illuminating remarks largely because of the contribution 
which a few psychopathics have made to our study. 

Non-schizophrenic psychopathic personality is to be envisaged as pre- 
adolescent maladjustment. We see the self-same thing after certain cases 
of schizophrenia with alleged recovery. When we look into the evolution of 
either of them we find they have adapted a mal-adjustment prior to adoles- 
cence, and are, in fact, psychopathic personalities. I have no sympathy for 
the title “constitutional psychopathic inferior” for just that reason. The 
constitutional inferior is the hunchback or something like that. Some 
develop psychopathic personality and others do not. The psychopathic per- 
sonality that constitutes a problem for society is usually rather strikingly 
lacking in constitutional physical inferiorities. We have noticed certain 
things about them. In the first place, I would wish to say that a number 
of those mentioned as constitutional inferiors, and so forth, are defectives 
who had come to a psychopathic mal-adjustment imposed on them before 
adolescence. They are not psychopaths in our sense. They are a problem 
for Dr. Williams and others who are studying how to train the defectives. 
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From the psychopath who does an excellent psychometric test, who does 
not lack educability in any of the ordinary fields, we find little reason for 
accepting these statements to the effect that they have inherent emotional 
peculiarities or anything of that kind. 

With all the risk that comes from formulation, I none the less wish to 
present to you three points that have struck me with great emphasis. The 
first of these points is that every psychopath that I have dealt with has 
shown certain isolated fields of inability to profit from experience. The 
most common, of course, is inability to profit from experience with authority. 
That point was very well stressed by Dr. Hutchings. But there is in a 
great many of them this perhaps unusual mental ability and complete blind- 
ness to the result of certain of their actions, complete inability to grasp what 
society wants of them in certain of their situations. When we study those, 
we discover that the self-same mechanisms (as they are miscalled) seem to 
be at work in bringing about the blind spots that bring about the blind 
spots in the psychoneuroses. 

The second point that has struck me forcibly is they all have a marked 
feeling of inadequacy or defect which is lacking in a great many defectives 
and a great many “normals.” Asa result of this feeling of inadequacy, they 
develop great talent at rationalization. That is where the psychiatrist trips. 
When he attempts to do something with them, he must be exceedingly 
patient, for if one explanation doesn’t do, they have a more plausible one to 
offer. That arises from their feeling of defect. On that feeling of defect 
we ought to be able to bank therapeutic possibilities. 

The last point that struck me is one suggested in Dr. Hutchings’ discus- 
sion and perhaps overemphasized in Dr. Coriat’s. They show in addition 
to the other two points a peculiar inability to advance considerations of the 
future in control of their immediate gratification. They simply cannot 
exercise foresight. I never saw one who had any ability to think ahead as 
far as next month. They talk that far ahead but when they go into action 
they are governed by immediate satisfactions. That is juvenile. We see it 
in children; to that extent we can say they have not grown up. But I am 
afraid we are getting into an unprofitable, quite sterile generalization about 
them there because they have had experience from the pre-adolescent time 
through adolescence and what they do with that experience is not what a 
child does with his experience. They don’t remain in any sense children and 
their emotional reactions become more and more complicated. As a result, 
not of arrest but of a deviation which occurs before adolescence, a remark- 
able number of them become schizophrenic. Psychopathic personality is 
common ground for schizophrenic development. If we make an attempt to 
study how normal children grow up through adolescence into normal adults, 
we will then know where to look for what ails the psychopath who instead 
of doing that moves off on a tangent. We must not be lulled into complai- 
sance by theories of arrest in development or things of that kind. 


Dr. ScHLAPP.—We have in New York many cases of this type and it is 
my pleasure or displeasure to see many of these cases from the Children’s 
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Court. I have followed some of these cases for the last 10 or 15 years 
and I recall one particular case that finally committed a murder and is 
now in Trenton. He had been sentenced to die but the sentence was com- 
muted. He could not control himself emotionally. This lack of emotional 
control is an important factor and we are making metabolism tests down 
in the Post Graduate Hospital and are finding in many of them a distinct 
disturbance of metabolism. Sometimes we find as high as 20 and 30 per 
cent above the basal metabolism. In some we find a sub-normal basal 
metabolism. In some of the cases we find carbohydrate tolerance destroyed. 
The cases where the sex situation is well developed have no basal metab- 
olism disturbance but the interstitial sex cells are not functioning normally. 
It seems to me that one of the most important phases of this problem is the 
endocrin balance in the human being. There must be a disturbance of 
emotional sense probably based upon chemical disbalance. You probably are 
familiar with the fact that we can artificially produce disturbance by intro- 
ducing chemicals, by raising or lowering the threshold of functional activi- 
ties in various centers of the brain. You know, no doubt, the various 
chemical substances are selective in their action upon these various centers. 
You can give a person ether and make him unconscious. In this way, we see 
this poison acts selectively on certain parts. We know certain substances 
act selectively on the emotional center. Take for instance cocain: It acts in 
a certain way because it selects certains parts of the nervous system. I 
believe the future lies in finding the chemical disbalance which affects certain 
parts of the central nervous system and causes a disturbance of the func- 
tions of that particular part. 


Dr. Sticx.—I listened to this with a great deal of interest. I am 
very much interested in this particular type of patient. In listening to 
Dr. Bryant’s excellent paper, he told us about the diagnoses but he failed 
to tell us how to take care of that patient which is the superintendent's 
problem. Dr. Hutchings tells of the beginning of this trouble and how the 
affair goes on from childhood into adolescence and on up but he failed 
to tell us what to do with the patient. Dr. Coriat started to tell of the 
analysis of the work and the term “ constitutional psychopath” and all that 
goes with it but he failed to tell us what to do. 

Now we have the problem in our institutions and what shall we do with 
it? Every single superintendent here knows what type of patients these are 
and the trouble they make. Dr. Bryant’s analysis of the number of patients 
in different hospitals is about one and one-tenth per cent. Of this number, 
every one more or less has a criminal history and 25 of whom have 
desperate criminal histories. What are we to-do with them? That is our 
problem. In the State of Massachusetts we know. We have an excellent 
place down on the state farm, but many other states do not have that par- 
ticular type of place to take care of this particular type of patient. 

I have a patient at the present time that has cost his father something 
like $10,000 to take care of things he had stolen and disposed of during the 
past years before he became a veteran. He became a veteran because it was 
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patriotic. He was badly wounded, lost his hand, lost part of his brain. 
He comes under the constitutional group. He is just as bad today as he was 
before. What are we going to do with this particular case? One of the 
judges of Philadelphia remanded him back to the Veterans’ Bureau for 
a period of 20 years during which time he is to be under our care. However, 
the judge says we may allow him to go out into public and as long as he 
does not break the laws of the city or state, the judge will not look into 
the trouble that he has made in the past but just as soon as he does some- 
thing, it will be taken up. He will be committed to some state institution 
when he slips. 

During the period of the War, I had the displeasure of having 45 cases 
in one ward all of whom, in addition to their criminology, were drug 
addicts. At that time I recommended to the Bureau at Washington who 
were then at the head of the Neuropsychiatric Section to remand those 
patients to Leavenworth but they did not do so and jater on were put back 
on the public and you and I as taxpayers had to take care of them. That 
is our problem, the diagnosis of these cases being taken care of by the 
Mental Hygiene Department from now on but other organizations will do 
that work. Our problem is to take care of our wards (patients) of today. 


Dr. Britt.—I rise to say a few words because the subject is an important 
one. In the first place, the question of diagnosis is most important; we call 
a person psychopathic or constitutionally inferior and may have in mind all 
sorts of personalities. Such a patient may be a latent przcox, he may be 
a mild manic, he may be a defective, or an epileptic. If you examine thor- 
oughly and eliminate all those types, then there will be few left to 
diagnose constitutionally inferior, or psychopathic personalities. Judging 
them as a class, I would feel very sorry if we could follow Dr. Bryant’s 
suggestion and segregate them. This world would hardly be worth living 
in. Some of the greatest historical figures, such as Napoleon, Mohammed, 
Pestalozzi and so many others that I could mention, were diagnosed as 
psychopaths by some of our greatest psychiatrists, but what would the world 
have been without them. It is all very well for Dr. Bryant to advocate 
segregation, but I agree wtih my colleague who, hearing this suggestion, 
remarked that at least 50 per cent of the population will have to be 
segregated and the rest will have to attend to them. And who is going to 
decide who should be segregated? 

I feel that the first thing to do is to study the personality in the manner 
suggested by Dr. Coriat and Dr. Sullivan—first find out what type of 
personality we are dealing with and then I feel convinced that there would 
be very few left to put into the category of psychopathy or constitutionally 
inferior. There is no doubt that there are some defectives that prove them- 
selves contra-social and thus need guardianship in some way. As a rule 
they are readily discovered. The others I feel can be adjusted to a certain 
degree, some perhaps altogether but they need no segregation. At least 
that has been my experience with those types of people. One must remem- 
ber that in the light of recent studies of personality, it is not so difficult, 
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it is not so mountainous to overcome this great difficulty of finding out 
what a person represents, once they come into contact with us. It is surely 
not necessary to bunch them into a big class of a constitutionally inferior 
or psychopathic and then segregate them. Segregating is an enormous 
problem. To be sure, I agree that those defectives who are in need of it 
should not be in the hospital for the insane. As a rule they are not there, 
but if they ever find their way in there, I have seen in isolated cases, they 
are a plague and an injustice to the other patients who are really mentally 
sick. 

Dr. Schlapp’s ideas are certainly very interesting. Listening to his very 
definite yet simple chemical solution of this big problem, one wonders what 
actual results he really obtained, how many psychopaths or defectives he 
made normal by means of drugs or gland treatment. To be sure, if we 
etherize a person and he is unconscious, or if we give him cocain and he 
reacts to it, we know that we are inducing in him a definite temporary state 
which is abnormal to his personality, but once we stop influencing him 
through ether or cocain, he is again himself and he acts with all the 
original mental and emotional means at his disposal, that is, he is again 
the same normal or abnormal personality. That at least has been my 
experience, and I am sure that of others with cases that have been 
treated endocrinologically and medically. Give them thyroid pituitary, or 
any drug and they are temporarily at least bound to react to it. But as far 
as my knowledge goes, I have never seen a case of mental deficiency or 
psychopathy in any way changed after even a prolonged administration of 
pituitary or thyroid. Such cases always remain fundamentally the same. 

I feel that the problem is one of psychiatry, that it comes down to a study 
of the abnormal personality, only in this way is it possible to tell whether 
we are dealing with a mild precox, a mild manic, a psychic epileptic or a 
defective personality, each of whom presents a special problem and requires 
a different modus operandi. 


Dr. Bryant.—I wish in the first place to say that I appreciate very 
much the discussion of the paper. Obviously it is impossible for me to 
attempt to answer everything that was brought out in the discussion. Most 
likely I could not do so, even if time would permit. Furthermore, I was 
unable to hear some of the discussion. I believe though that one of the 
gentlemen failed to understand the latter part of the paper in that he 
seemed to get the impression that the paper failed to suggest what should 
be done with this type of individual. If I am correct in this, I would like to 
repeat that the disposition of these individuals was one of the main objects 
of the paper and that the suggestion was made that they should be segre- 
gated. This I firmly believe is the only practical method at the present time. 
Of course, I do not suggest to segregate every psychopath that the psychia- 
trist happens to know of. That, I believe, would be impracticable, if not 
impossible. The type of individual that I had in mind is well known to 
all psychiatrists. They are the confirmed criminals who have a twisted 
personality. 
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As to the diagnosis or the term which we use to designate these individ- 
uals, I feel with our present knowledge it is almost useless to try to come 
to any agreement. No doubt, the name used to designate any class of 
patients is quite an important phase of the study, however, the main object 
of the present discussion is in regard to the disposition. In reviewing all 
the literature which I was able to find on this subject I think I found some- 
thing like 15 designations for this same type of individual. I simply call 
them individualists, for the reason that they seem to be individual in their 
reaction as compared with normal people. 

The thing which prompted this paper is this: Since the general public 
are beginning to learn more and more about some of our criminals and from 
that knowledge are beginning to realize that these criminal careers are due 
in part at least to a mental abnormality in the individual, we who are in 
state hospitals have observed that the inclination is to send this type to 
state hospitals instead of sending them to some penal institution, and anyone 
who has had experience with this type of personality knows that a state 
hospital is not a proper place for them. Since this is the situation, the 
question naturally arises as to what we should do with them; it seems that 
we must do something with them. It is therefore suggested that they be 
segregated in a suitable place under capable supervision where they may 
be studied from a psychiatric standpoint over a long enough period of time, 
so that something may be found out which will enable us to better under- 
stand them. It is quite evident from the discussion this afternoon that 
no two individuals are of the same opinion regarding this type of per- 
sonality and what should be done with them. I know of no way by which a 
permanent agreement may be had among psychiatrists, unless these indi- 
viduals are studied in large enough groups and over a long enough time 
for us to find out more about them. At the same time society would be 
relieved of their criminal careers. 


MENTAL DEFICIENCY AND THE PSYCHIATRIST.* 


By HOWARD W. POTTER, M.D., 
Clinical Director, Letchworth Village, Thiells, N.Y. 


Some years ago Dr. Salmon wrote a little allegory entitled “A 
Modern Fairy Tale.” In it he drew a picture of Psychiatry as the 
Cinderella living in the “ House of the Medical Sciences” with 
her two step-sisters Medicine and Surgery. He related her hard- 
ships. How she had to work in the kitchen with worn-out tools 
and wear cast-off clothing. How she was looked down upon by her 
step-sisters, Medicine and Surgery, and all the cruel slights she 
endured at their hands. To make a long story short she finally 
came into her own at a function to celebrate the victory of the 
Great War because the Prince of Public Favor found that a belt 
on which was inscribed “‘ USEFULNEss ” fitted her to a nicety. And 
we assume she married the Prince of Public Favor and lived 
happily ever afterwards. 

We might go on, however, and tell a little more about her. 
Gossip has it that she was married once before and had a child 
who was not, it seemed, “all there.’”’ She felt that this child was 
a terrible disgrace to her and although she did not entirely disown 
it, she boarded it out with a family of Psychologists. The Psy- 
chologists, strange as it may seem, actually loved this child and 
saw in her all sorts of good qualities. They found that this child, 
whom they called Mental Deficiency, could tell them some things 
which would be useful in caring for and bringing up and teaching 
other children who were not so unfortunate. 

In the meantime, Psychiatry had become the mother of two very 
beautiful children, Mental Hygiene and Psycho-analysis. She 
idolized these two children and almost forgot her other poor un- 
fortunate child, Mental Deficiency, whom she had boarded out with 
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the Psychologists. Now and then, however, she had periods of 
remorse and would invite Mental Deficiency to attend some of the 
parties given for her children, Mental Hygiene and Psycho- 
analysis. Mental Deficiency was supposed to be very still, however, 
and not speak unless spoken to and, as you might expect, she was 
not spoken to very often. 

As time went on and as Psycho-analysis and Mental Hygiene 
grew to maturity, Mental Hygiene began to grow a little curious 
about this awful step-sister, Mental Deficiency, who was not 
referred to when fine company was about. Mental Hygiene, when 
her mother was away, would slip around to the house of the 
Psychologists, squeeze in the back door, and visit her unfortuate 
step-sister. She saw how the Psychologist family loved her and 
really how attractive she was when she came to know her better. 
Mental Hygiene noticed, however, that although the Psychologist 
family was very kind and good to Mental Deficiency that neverthe- 
less she did not seem exactly well. So whenever she got a chance 
she would sneak such of her friends as Endocrinology, Neurology 
and Biochemistry in through the back door. They all agreed that 
Mental Deficiency did need a little better care and would get along 
much better if her own mother would only pay a little more atten- 
tion to her. On one or two occasions Mental Hygiene even induced 
her sister, Psycho-analysis, to go with her to see Mental Defi- 
ciency, although she knew that her mother would be very angry 
if she found it out. 

This allegory, like Mark Twain's “ Unfinished Story,” will have 
to be left without an ending. We like to imagine, however, that 
Psychiatry will some time in the future give Mental Deficiency the 
attention that she is so much in need of. 

The moral here is plain. Mental Deficiency does need the whole- 
hearted interest of the psychiatric group, which in the past has been 
sadly lacking. The few psychiatrists laboring with this problem 
deserve the support of their brethren in the field of mental disease. 

Institutions for mental defectives are inadequate in number; 
many are struggling along on inadequate financial appropriations, 
on no or obsolete equipment, and with an inadequate personnel. 
I stress the institutional situation because institutions for defec- 
tives, like institutions for the insane and like hospitals for the 
physically ill, are the centers from which originate and radiate 
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specialized methods of care, training, treatment, and prevention. 
Indirectly then, the neglect of the field of mental deficiency by psy- 
chiatrists has been a material factor in holding back the development 
of this very important branch of psychiatry. 

In this day of mental hygiene, the psychiatrist who understands 
children is certainly well equipped to realize some of the ideals of 
mental hygiene. There is no better way to get an understanding 
of the mental life of the child than to live with, study and observe 
several hundred of them over a period of a few years. The institu- 
tions for the feeble-minded have a large proportion of children in 
their population and psychiatrists should not be misled by the 
erroneous idea that feeble-minded children behave in ways essen- 
tially different from normal children. They show each and all of 
the various problems of behavior met with in intellectually normal 
children and the basis for such behavior is not materially different. 
Behavior problems in mentally deficient children are managed not 
dissimilarly from like conditions in the non-mentally deficient. 

Mental deficiency may well be called the cross-roads of medicine. 
It is here that soma and psyche meet and interact. It is to this 
center that sociology, psychology and pedagogy come for the solu- 
tion of some of their problems and incidentally have not been 
entirely disappointed. 


Wuat Is MENTAL DEFICIENCY? 


Mental deficiency is a social condition, not a pathological entity 
per se. As a social condition its chief characteristic is a state of 
limited potentiality or arrest of the development of intelligence, 
as a result of which the individual does not possess a progressive 
adaptability to a degree sufficient for social and economic adequacy. 
The keynote of this definition is “ Progressive Adaptability.” The 
new problems of adaptability for the individual are the old, old 
problems of the race. The bird in building its nest may be exhibit- 
ing perfection of adaptation to what is to the individual bird a new 
situation. But it is not intelligent action because the ability is not 
carried over to nor does not function in other situations. In other 
words, it is not progressive adaptability. In mental deficiency this 
progressive adaptability must be inadequate to enable the indi- 
vidual to keep afloat in the sea of social and economic demands, 
always taking in consideration, however, how reasonable these 
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demands actually are for the age, education and culture of the 
individual in question. Lastly, the inadequate progressive adapta- 
bility must be attributable to a defect in the development of intel- 
ligence and occurring therefore in the developmental period of life. 
The word “development” plays a very important part in this 
definition as it very specifically limits the condition to a permanent 
handicap and excludes temporary lapses of intelligence secondary 
to somatic, psychic or environmental factors. These latter condi- 
tions should be designated as mental retardation rather than mental 
deficiency. 


DIAGNOSIS. 


The psychiatrist is constantly called upon to differentiate between 
mental retardation and mental deficiency. Psychiatrists should be 
impressed with the importance of such a differentiation. The whole 
matter of prognosis and treatment hinges on whether we are deal- 
ing with a mental retardation or a mental deficiency. 

In general, the approach to the diagnosis of mental deficiency is 
diagnosis by exclusion. A carefully taken history will show up 
the quality of the progressive adaptability and whether the social 
or economic inadequacy is of temporary or permanent duration. 
The anamnesis will also disclose the presence or absence of parallel 
inadequacies in the family stock. It will, in addition, indicate if 
we are dealing with an inadequate progressive adaptability on a 
basis of faulty development of intelligence or whether factors other 
than intelligence are in the background. 

A careful physical examination is next in order. A careful 
physical examination means much more than listening to the heart, 
thumping the chest, poking the abdomen and striking a few blows 
with a reflex hammer. Strip the patient, stand him in a good light 
and look at him. Above all, observe what you see and see all that 
is visible. Get a good mental picture of him as an individual phys- 
ical being and then carefully examine the various somatic systems. 
If you find a lead, no matter how insignificant it may appear, 
follow it out exhaustively. At the same time note the emotional 
reactions to the examination, the degree of cooperation, the ability 
to follow directions, and the degree of comprehension of commands. 

The physical examination has paved the way for rapport. Talk 
to him, question him and get his views of life in general, and let 
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him tell his own story in his own way if he will. What are his 
likes and dislikes? What are his worries and his problems? What 
is his attitude toward himself, his home, his school, his associates, 
and his environment in general. 

From the examination thus far you will have gained some idea 
of his social, economic, or educational inadequacy and its duration. 
You will have some information about the progressive adaptability 
of the family stock. You will have determined the presence or 
absence of organic conditions, such as toxic, infective, or exhaus- 
tive states, central or peripheral organic or functional nervous 
diseases or defects of the special senses and disorders or im- 
balances of the internal glandular system. You will have some 
knowledge as to the presence or absence of endogenous or exo- 
genous factors creating emotional conflicts. Lastly, you may be 
able to evaluate the relation of whatever somatic, psychic, or 
environmental factors present to the social or economic in- 
adequacy. 

The use of these data requires the art of applying clinically what 
has been found at least semi-scientifically. You must decide if your 
findings are in such relation to the intelligence that its development 
has or has not been affected or whether they have only produced 
a temporary blocking, as it were, of the higher mental processes. 

Psychometric tests, like other laboratory tests, are to be used 
only when indicated, and then after the completion of the clinical 
history and examination. Patients are too often classed as mentally 
deficient on the basis of an I. Q. In fact there seems to be at present 
a hysteria of intelligence-testing rampant throughout this country. 
There is too much of a tendency to reduce human intelligence, 
human behavior, and human beings in general, to mathematical 
quotients. 

Intelligence tests are useful and valuable adjuncts to psychiatric 
diagnosis. They are to be used with discretion and in the same 
manner as any other laboratory test. The I. Q. should never be 
used without the clinical examinations, especially if one is dealing 
with a problem or maladjusted child. After all, a child’s I. Q. can 
be likened to his temperature. If he has fever it may mean a slight 
gastro-intestinal upset or it might mean an appendicular abscess. 
Yet who would make a diagnosis simply on the basis of the tem- 
perature? Emotional factors may enter into the results of a psycho- 
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metric test so that diagnosis on the I. Q. alone might easily result 
in gross injustice and real harm. 

Personally, I find that we need more than one kind of psycho- 
metric test except in very obvious instances. The Terman Revision 
of the Binet-Simon Scale, the Pintner Patterson Performance 
Scale, and the Porteus Maze are very helpful and complement one 
another very nicely. The Terman shows essentially the ability for 
abstraction and “book learning,” the Performance shows how well 
concrete material is handled and the Maze shows the ability for 
planning and judgment, and indicates to a certain extent the in- 
hibitory control. A group of questions concerned with general 
information and knowledge consistent with the patient’s education 
and experience is very useful and a few well-formulated questions 
on ethical and social relationships are also of value. As pointed 
out above, however, these are to be interpreted only in the light of 
the general clinical situation. 

One further and important point in the use of psychometric tests 
is the necessity for leaving them to the psychologist to do and in- 
sisting on the fact that you are interested only secondarily in the 
final scores obtained and that the most important point is, how did 
the patient get these scores and what were his reactions throughout 
the tests to various situations and the different questions. 

Mental deficiency has become a diagnostic junk pile. Some 
should not have been consigned to this pile, much could have been 
repaired and still more can be reclaimed. It is, by no means, all a 
matter of bad heredity decided hardly before life begins, and I for 
one expect to see a corner lopped off here, a chip broken out there, 
of this so-called hereditary group, so that finally the more we know 
the more this group will shrink. 

If I were forced to give an etiologic explanation for mental 
deficiency as a social condition ! would formulate something like 
this: 

There is a small group, a very small group, that are true chromo- 
some defects—sports, as the botanist would say. I believe that 
these are as rare as some of the anatomical curiosities of develop- 
ment we see in the side show of the circus—true freaks of nature, 
if you will. 

Then there is a fairly large group, commonly referred to as the 
hereditary feeble-minded—I prefer the term familial feeble- 
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minded—the basis of which I believe is an endocrine imbalance or 


better to say a peculiar endocrine balance. The pathologist of 
Letchworth Village, Dr. A. N. Bronfenbrenner, from his work 
on the carbohydrate metabolism of mental defectives infers that 
this results in an impaired metabolism. I believe the mental defect 
is transmitted from one generation to the next by the effect of this 
interplay of peculiar endocrine imbalance and impaired metabolism 
on the developing embryo as a whole including its endocrine system 
as well, which in turn repeats itself in the next generation. This 
vicious circle, as it were, may well have been initiated by some 
chronic infective, toxic, or exhaustive condition in one or both of 
the original parents at or before or after the time of conception. It 
is quite possible that in this way we may account for the deficient 
development of the supragranular layer of the cerebral cortex. 
This last idea was originated by Tredgold and since then J. Shaw 
Bolton and George A. Watson, two English observers, claim to 
have demonstrated it by their work on comparative anatomy of 
the cortex and their study of the cortex of the feeble-minded. 
R. J. A. Berry of Australia interprets these findings clinically and 
socially in an excellent monograph entitled, “The Modern 
Psychology.” 

A third group, not unlike the former group, are instances of 
congenital endocrine dysfunctions in the offspring of mentally 
normal parents, which are sufficiently severe to give a clear-cut 
clinical picture, such as that of mongolism, cretinism, Frohlich’s 
dystrophy and severe hypoplastic states acting as a basis for the 
lack of intelligence development and also sufficiently severe to 
render them essentially sterile. 

A fourth group comprises those accidents involving the central 
nervous system of the patient following mechanical trauma, infec- 
tion or toxemia and occurring during the developmental period and 
therefore cutting off the normal development of intelligence, leav- 
ing them feeble-minded, or perhaps a better term, “ cripple- 
minded.” 

With some degree of hesitancy and trepidation I would propose 
a fifth group—a group of psychogenic origin. When an adolescent 
develops dementia przecox, in the event of a rapid deterioration he 
becomes, as it were, intellectually blocked. We do not diagnose him 
as mentally deficient, however, because we have another and more 
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appropriate diagnostic category to fit him into. Furthermore, we 
find in certain idiots those stereotyped movements, grimacings, 
gestures, etc., commonly observed in some of the chronic psychoses, 
notably dementia precox. I refer to those forms of motor 
stereotypy associated with reversion rather than hallucinatory reac- 
tion types of behavior. We offer merely as a suggestion, therefore, 
that in certain instances there may be such an overwhelming nar- 
cissism in the infant as to prevent the outflow and onflow of that 
portion of the libido which perhaps furnishes at least a part of 
the urge needed for the development of intelligence and as a 
result the intelligence becomes fixed at an incomplete level of 
development. 

I trust that this very short and superficial summary presentation 
of the subject has succeeded in demonstrating that the question of 
mental deficiency presents sufficient problems of a psychiatric and 
medical nature to be considered a formidable challenge to psy- 
chiatry, and that it needs the cooperative study along clinical and 
experimental lines of the patho-anatomist, the patho-physiologist, 
the psychologist, the psychiatrist, the geneticist and the educator. 


DISCUSSION 


Dr. Brown.—Dr. Potter has brought to the psychiatrists some points of 
vital interest. He has pointed out that the extent of mental deficiency is 
fully as great as that of insanity. The insane of New York State are set 
at about 45,000 and the mental defectives at 50,000; so that in numbers at 
least there are as many mental defectives, if not more. 

As to the effect upon society of the presence of mental defectives as con- 
trasted with the insane, I think that the former are quite as important as 
the latter. The effects of mental deficiency are perhaps more insidious 
and at the same time more far-reaching. 

A high percentage of mental deficiency is hereditary. Mental deficiency 
plays an important part in dependency and in conduct disorders. Therefore 
this condition pervades our entire social structure. 

A great deal of our knowledge of psychology, not only of mental deficiency 
but of normal childhood, remains to be learned. I think that just as in 
the hospitals for the insane we learn the fundamentals of mental mechanisms 
in mental cases, so eventually in the institutions for the feeble-minded we 
will learn much of the fundamentals of the psychology of normal child- 
hood. It is true that a great deal of this psychology may be learned outside 
of institutions, but those connected with the institutions for the feeble-minded 
not only from day to day, but from month to month, and from year to 
year, understand phases of childhood which can be learned in no other 
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way. Therefore, I wish to express my personal appreciation of Dr. Potter’s 
paper. 


Dr. McCorp.—I think the fact that this bit of research is being directed 
by a psychiatrist with a clinical viewpoint is quite significant. Work that 
has been done in our institutions for mental defectives over the last 16 or 
18 years has been seriously hampered, it seemed to me, as I viewed the 
situation, by the fact that the psychiatrist was missing from the unit 
working on the research problem. 

Dr. Potter is able, in observing these feeble-minded, to approach them 
from the biological standpoint, from the chemical standpoint, and so on, 
and to tie the laboratory work up with the life of the individual in the 
institution and in relation to his other activities. It isn’t just a case of send- 
ing a child to a psychological laboratory in the institution and having the 
I.Q. determined, as Dr. Potter has said, but it is a much broader matter 
which it seems to me only a person with psychiatric training and training 
in internal medicine can hope to accomplish. 

I think Dr. Potter’s suggestion is quite intriguing as to the possibility of 
psychogenetic causative features in this matter of mental deficiency. I think 
it bears a little more investigation which I think he is planning to give it— 
this idea of the comparability of the various mental levels—the thought of 
its being a psychogenetic affair. 


Dr. Onur.—I was very much impressed by Dr. Potter’s paper in many 
respects. I was deeply impressed with the truth of his statement that the 
closer study we make of the subject of mental retardation and deficiency, 
the more we shall restrict the number of mentally deficient. I think many 
of those that we observe and construe to be mentally retarded are retarded 
only in their phase of development, so that it would take a longer time for 
them to develop a full level of intelligence than in others. Terman makes 
the level of 16 years the level of intelligence. He concludes that in- 
telligence develops up to the age of 16 and after that really does not 
become any higher. I think that this is rather a risky way of taking it and 
it precludes the possibility of finding out how many of those of a lower I. Q. 
will permanently have a lower I.Q. There may be many who do not develop 
until they reach the age of 20, perhaps 24, and although Terman claims many 
of those cases with low I.Q. that have been examined at various periods, 
say at the age of six, eight, fifteen, always showed relatively the same low 
I.Q., their I. Q. not elevating itself as the age increased, I do not consider 
this claim to be conclusive, or his contention proven. Where a person’s 
intellectual development extends over a greater number of years than in 
the average, such person may at 15 be quite retarded and then at 17 less so, 
at 20, still less; and at 22, he may be fully developed. 

There is another point very difficult in this question of deciding on the in- 
telligence level of a particular individual. The system which is most known, 
the Terman system or Stanford extension of the Binet, has a very great de- 
fect and that is, that it takes too little consideration of the question of lan- 
guage. We have in the public schools of New York, in the work which I have 
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particularly to do (examining applicants for the ungraded classes) among 
the applicants about 80 to 90 per cent that have some language difficulty. 
They have grown up among foreign environment. Certain nationalities 
grow up as if they were not in America at all, as if they were in their native 
country. They associate mostly with their people and they talk their lan- 
guage. It must be considered further that it is not only a question of 
language itself but a question of the quality of the language practiced 
by them. Perhaps you are familiar with the fact that in certain regions, 
verbal language has reached very low levels. I understand there are districts 
in certain mountainous countries where language is so incomplete that they 
cannot make themselves understood without gesticulation, without sign 
language. The grammar is primitive, everything is really on a primitive 
level. 

I wish just to point out that this handicap of language is not only a 
purely technical one but it is a more deeply psychological one. It develops 
primitiveness of thought. It develops a kind of thought that the educated 
man, the man who is educated in all the intricacies of syntax can hardly 
understand, and I think that these individuals cannot be preperly measured 
in their intellect with methods that do not give deep consideration to this 
factor. So I think that is a very strong factor in the fallacies of judging 
of the total mental efficiency of a given individual. 


Dr. MitcHELL.—I would like to ask Dr. Potter for his conclusion con- 
cerning the relative importance of anatomical defects and psychogenic 
factors in the mental manifestations of that small group which he spoke 
of as “idiots” in his original presentation. 


“ 


Dr. Porrer.—The greatest number of idiots are caused by different kinds 
of central nervous system lesions and gross endocrine dysfunctions. 

When in my discussion I invaded the field of psycho-sexual development 
I referred only to the type of idiot who as far as history and clinical 
examination is concerned is of idiopathic origin, and shows in addition the 
characteristic introverted type of dementia precox-like behavior. 


A REVIEW OF INDUSTRIAL PSYCHIATRY.* 


By MANDEL SHERMAN, 
Neuro-Psychiatric Clinic, Northwestern University Medical School. 


This paper is concerned with the problems involved in the 
adjustment of individuals in industry, and is only indirectly inter- 
ested in the problems of selection and in post-traumatic conditions. 
The stimulus to the development of industrial psychiatry came 
primarily from the work of the psychologists in the industrial field, 
and was quickened by the difficulties brought up during the late 
war in adjusting men in the army and especially in the indus- 
tries which were practically depleted of their adequate personnel. 
Furthermore, the various psychoanalytic theories were attracting 
the cognizance of psychologists and psychiatrists at about the 
beginning of the late war. Despite the scientific handicap intro- 
duced by the popularity of the psychoanalytic teachings, resulting 
in hasty and immature theories and publications, this movement 
was influential in creating an interest in the intensive study of 
personality as related to problems met by individuals in various 
situations in every-day life. The mental hygienists, too, with their 
intensive program of propaganda, were influential in pointing out 
the importance of the study of mental conditions which are not 
grossly evident, but which have, nevertheless, an important bearing 
upon the reactions and adjustment of the individual. Lastly, the 
introduction of scientific methods into psychiatric study in the 
past twenty years gave an impetus for the broad interests which psy- 
chiatrists have assumed. 

At the outset, it may be interesting and perhaps necessary to 
present the problems that arise in the relations between the psy- 
chologist and the psychiatrist for the purpose of defining the work 
of the psychiatrist. From this standpoint the growing importance 
of psychiatric procedure and attitudes in the industrial field was 
emphasized by the realization that many problems of maladjustment 
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cannot be met by examinations of intelligence and capacities alone. 
Undoubtedly intelligence is a large factor, but it was very early 
realized that the personality is of equal significance in many prob- 
lems arising in industry. Except for the field of mental tests, the 
interests of psychology and psychiatry overlap to such an extent 
that it is of no advantage to attempt the formulation of the par- 
ticular functions of the psychologist and the psychiatrist as related 
to the study of individual problems in industry. The fact that the 
psychiatrist possesses a medical education should present no pecu- 
liar conditions either in his attitude toward the problems in general, 
or in the application of specific methods. 

Most workers, however, regard the problem of the psychiatrist 
as somewhat different from that of the psychologist. It is generally 
assumed that the industrial psychologist is concerned primarily with 
the study of the individual’s ability to fill the particular position 
from the standpoint of his intelligence, special abilities, and apti- 
tudes, while the psychiatrist's task is to study the individual’s 
adjustment to the situation as a whole. The specific problems are 
then, first, to find the cause of an individual’s inability to do 
satisfactory work when the psychologist finds no discrepancies, 
and second, to develop suitable interests and incentives in every 
worker in order to forestall maladjustment. Most industrial psy- 
chiatrists have been interested only in special problems, and there 
have been few attempts made to outline their duties. Scott’ in 
reviewing the problems arising in the offices of the Metropolitan 
Life Insurance Company, states “that the duties of the industrial 
psychiatrist are to see that people are placed properly at their 
work, helped to develop interests and outlets for their energies 
outside of work, and restrained from developing difficulties due 
to discrepancies between their ambitions and their capacity for 
achievement.” 

The methods employed by the psychiatrist have been subjected 
to a great deal of criticism because of the lack of scientific proce- 
dure. The attempt to diagnose and relate mental difficulties usually 
has been made in individual studies by the interview and question- 
naire methods. The greatest handicap has been the insufficient 
advance in psychiatric knowledge to enable classification of abnor- 
malities and of types of personality, Psychiatry may be said to 
have reached little more than the descriptive stage. True, we have 
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been able to classify the insanities, but even this classification is 
subject to a great deal of criticism because of its arbitrariness and 
its lack of explanation. Also the attempt has been made “* to classify 
all persons into one (or more) of three personality groups; the 
inadequate, the egocentric and the emotionally unstable. When 
such a classification is viewed from a critical standpoint, however, 
it appears that such an arbitrary division gives no insight into the 
explanatory phase of the problem and second, that differences 
among individuals according to this classification, are regarded in 
the light of degree of variation. From the latter standpoint the 
classification is useless, since no adequate measure of the degree of 
variation has as yet been proposed, nor indeed have serious studies 
been attempted with the purpose of finding units of difference. 
Third, and most important, every person may be classified into all 
of the three groups, perhaps with a little more emphasis on one. 
The few psychiatrists who at one time adopted this classification 
are rapidly disregarding it. 

The method which is proving most productive of results, and 
which is used extensively, is the type of procedure first introduced 
and emphasized by the mental hygienists and psychoanalysts. The 
individual is studied not only from the standpoint of the situation 
in which he is found at work, but also from the standpoint of the 
possibility of the development of conflicts at any time in his life. 
Such studies have been profoundly helpful because of the fact 
that the analysis of the individual in his working environment has 
very often produced little evidence tending to explain the malad- 
justment, whereas, on the other hand, the study of the individual’s 
life in his social sphere outside of the factory or office has more 
often determined the basis for the particular difficulties. The men 
influential in developing the mental hygiene movement in this 
country, of whom Southard * was one of the leaders, were mostly 
responsible for the development of this type of study. Although 
the “‘ mental hygienists ” were influential in indicating the impor- 
tance of the study of behavior difficulties not caused by the insani- 
ties, and were instrumental in the formation of many “ behavior 
clinics,” it cannot be said that they contributed any fundamental 
methods or any new theories. 

Another method of procedure used quite extensively, especially 
in Europe, is the purely psychoanalytic. The psychoanalysts study 
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the individual from the viewpoint of finding conflicts due to the 
lack of adequate expression of what they consider the two primary 
instincts, the sexual and the self-preservative. The “ Freudian ” 
group of psychoanalysts has been concerned mainly with the con- 
flicts due to difficulties of expression of the sexual libido, while 
the workers who adhere to the teachings of Alfred Adler have 
studied the problems from the standpoint of inferiority conflicts. 
The publicity that psychoanalytic theories received through the 
public press and through the activities of charlatans has been 
unfortunate, in that it has tended to discredit the value of some 
of the important contributions made by psychoanalysts. The im- 
prudent expansion of methods, the exaggerated claims, and the 
lack of experimental proof have caused many men in the business 
world and in academic circles to think of psychoanalysis as fan- 
tastic or far-fetched. In justice to the opponents of psychoanalysts, 
it should be pointed out that despite the claims of most psycho- 
analysts, their method of procedure is essentially that of a minute, 
detailed and careful history taking of the individual’s experiences 
as far as he can be made, by various means, to remember them. It 
may be that the technique is unique, but the fundamental basis for 
the procedure of the psychoanalyst cannot be said to be entirely 
new. 

The psychoanalyst’s method has evolved recently into that of 
grouping persons studied on an etiological basis from the stand- 
point of their reactions due to the development of conflicts, Al- 
though these groups are rather loosely and unsystematically con- 
structed, this classification has a greater value than that used by 
other psychiatrists because of the emphasis upon etiological factors 
and upon the actual behavior. For example, the psychoanalyst does 
not use the term “ psychopath” for the reason that such a classifi- 
cation implies nothing specific in regard to the etiology or behavior 
of the person so termed. Furthermore, the psychoanalyst is always 
inquiring into the genesis of behavior difficulties in experiences 
early in life, and denies inferences of inherited or innate char- 
acteristics as exclusively, or even greatly, influencing the develop- 
ment of behavior difficulties. 

The problem of vocational guidance is regarded by many psycho- 
analysts as fundamental in the study of industrial relations. White * 
states that the selection of a vocation by an individual is very 
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often a fairly good guide to the mental make-up of that person. 
This writer also states that the choice of a vocation by a person 
is often due to certain “ drives ” developed early in life, and indus- 
trial difficulties follow, because of the failure to find satisfaction 
in the particular position, or because of the further development 
of conflicts due to difficulties while at work. Stekel* in attempting 
to explain the reason for a choice of a vocation makes the follow- 
ing classification of (etiological) groups. 

1. Those who have developed identification with the father. 
This leads to the choice of the same vocation as the father, or 
of one having an indirect relation to the work of the father. 
(Maladjustments among this group are relatively frequent.) 

2. Those who have differentiated from the father (hate of 
father). This leads to occupations opposite to that of the father. 

3. The sublimation group. This group includes the following 
sub-groups : 

a. Sado-masochistic tendencies. The most obvious occu- 
pation, for example, is that of a butcher. A higher sublimation 
of this type may result in the choice of surgery. Other forms 
of expression occur in the example of prize-fighting, etc. Those 
totally sublimating their tendencies are seen in the incendiary, 
who becomes a fireman, often risking his life in his duties. 

b. The exhibitionist group, illustrated in occupations such 
as acting or a military career. 

c. The group involving a predominance of curiosity, result- 
ing in occupations involving travel, adventure, etc. 

d. The anal-erotic group, revealing itself in occupations 
showing orderliness, parsimony and obstinancy. 

e. The choice of occupation as a protection against uncon- 
scious tendencies. 


Stekel, although realizing the influence of intelligence and oppor- 
tunity upon the choice of an occupation, emphasizes the importance 
of the factors indicated in the classification of groups choosing 
particular vocations, 

The relatively lengthy account of Stekel’s classification is given 
because it illustrates fairly well the method of approach and the 
procedure employed by a rather large group of psychoanalysts. 
Stekel has, however, gone further than most psychoanalysts in his 
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attempt to formulate specific groups and to explain all of an indi- 
vidual’s behavior, including his industrial difficulties, upon the 
development of conflicts essentially sexual in nature. 

The study of industrial difficulties on the basis of the expression 
of instincts has also been made by workers other than psycho- 
analysts. The work of Tead * and others, however, shows a rather 
inadequate treatment of the problem, with haphazard procedure 
and classification. 

The approach to the problems of industrial maladjustment from 
the standpoint of the study of reveries in individuals at work, is 
made by Elton Mayo,’ one of the few psychiatrists who devotes 
his entire time to industrial situations. Mayo believes that certain 
types of revery which lead to interference with the demands of 
one’s work cause maladjustments, which he terms “ irrational be- 
havior.” He classifies four stages of consciousness which vary in 
degree: concentration, revery, hypnosis and sleep. The difficulties 
in adjustment of the man to the job arise because of reveries 
which began often as early as four or five years of age. Becoming 
associated with and implicated in the particular surroundings of 
the industrial situation, these reveries cause reactions leading either 
to overt conflict, such as the open unrest of strikes, violence, etc., 
or to psychoneurotic behavior resulting in decreased efficiency. 
Mayo* points out the fallacy of ascribing industrial misunder- 
standings, such as strikes, violence, etc., to “ crowd psychology,” 
and states that such behavior arises because of individual “ irra- 
tionality” which, resulting in personal maladjustment, becomes 
cumulative. He emphasizes the fact that extreme demands made 
by workers may be symptoms of unrest rather than its cause, and 
that the expression of a maladjustment or disorientation is no 
guide to the actual disorientation. He also attempts to prove that 
a large industrial turnover results in some measure from “ indi- 
vidual unrest.” 

In summarizing Mayo’s work, it is evident that he has been 
very careful in his procedure, and has been cautious in theorizing. 
It appears, however, that he has fallen into the very error for 
which he criticizes other workers, that is, he uses symptomatology 
(the reveries) as a basis, rather than as a result, in explaining 
maladjustment. There is no doubt that the reveries are perhaps 
the direct cause of the “irrational” behavior, but it is reasonable 
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to assume that one must go back further than the stage in which 
these reveries manifest themselves in order to find the basis for 
conflicts. 

There have been a few attempts made at classifying performance 
ability and difficulties of adjustment on the basis of diagnostic 
group differences. Pratt’ is of the opinion that men in industry 
can be divided into four groups; the feebleminded, the individuals 
who are “ superior ” to the job, the psychopaths, and the psychotic. 
He considers the feebleminded of the least importance, as far as 
maladjustment is concerned, since the mentally inferior have no 
clear idea of social differences and no specific discriminations, He 
places the bulk of the “ misfits”’ in the psychopath group, since 
there are relatively few individuals who are “ superior ” to the job, 
and still fewer who can be classified in the psychotic group. He 
does not give any criteria for the term “ psychopath,” and neither 
the classification nor the term gives any insight into the causal 
factors or to the nature of the resulting difficulties. The term 
itself has a bad connotation ; it implies a definite abnormality, and 
tends to discourage both the psychiatrist and the employer from 
attempting treatment while the individual is on the job. The 
classification adopted by Pratt was discarded by most psychiatrists 
some time ago. 

Some attempts have also been made at classifying individuals 
on the basis of the apparent emotional “ make-up.” Maladjusted 
individuals in industry are then classified according to the affective 
factors which tend to conflict with the demands of the job. Pruette 
and Fryer” make two classes, the repressed, and the elated. In 
this type of classification it is again evident that the criteria for 
the distinction between the two groups and between the two types 
and the normal are mostly based upon subjective methods. In 
addition, the results of these studies have been subjected to very 
little statistical treatment, so that no definite conclusions can be 
drawn. 

The following brief description of an industrial case may be of 
help in defining the psychiatric problem. The case is that of a 
young man, age 29, who was referred because of marked incom- 
petency at work. He was employed as a distributing operator in 
an electrical concern, and his specific work was to manipulate 
certain electric switches at given signals. Before he was put on the 
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actual job he was trained at a “ dummy ”’ board, and it was noted 
that he learned the principles of the work, and actually performed 
quickly and accurately. At the actual job, however, he did poorly. 
He usually made errors, and several times in an emergency, when 
the lives of men working on cables depended upon the quick action 
of the station operator, he became “terror stricken,”’ as he after- 
ward stated. 

The result of the examination was as follows: Physically no 
organic defects were found. He had, however, a marked kyphosis 
which he usually attempted to hide by padding his clothes. He 
made a score of 109 in the Army Alpha test, placing him in the 
“B” group. Analysis of his successes and failures in this test 
showed him to be very poor in following directions, poor in plan- 
ning ability, and very good in vocabulary and general information. 
He stated, after taking the test, that his greatest hardship was to 
apply himself in working quickly and specifically. 

The history of his previous occupations and of his experiences 
early in life was of the greatest importance in evaluating his 
industrial problem. The man’s parents died when he was very 
young, and he was taken by an older married sister when he was 
eight years of age. His difficulties began soon afterwards. His 
sister had three children of her own, and he was treated as an 
“outsider.” His sister derided him for his “ hunchback ” when- 
ever she was angry with him, and she encouraged the children not 
to play with him. As a result he withdrew very quickly from the 
usual play activities, preferring to read and to stay indoors gen- 
erally. His seclusion continued, together with the growing feeling 
that he really was not equal to others. In school he did well, except 
when he had to recite aloud, when he usually became frightened 
and did poorly. 

Later in life, after he left school, this seclusion, shyness, and 
fear of not doing the right thing, persisted. He did well in an 
occupation which did not involve immediate action in a critical 
situation. He usually became “ flustered,” as he stated, when rapid 
directions were given to him. 

In analyzing the problem involved, only the points of major 
significance will be stressed. From the physical and intelligence 
standpoint, this man was fully capable of doing the work. He had 
been trained in it, and his performance under conditions other than 
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the actual work itself was very good. He broke down, however, 
when a critical situation arose in which the lives of people depended 
upon his exact performance. It is in this connection that his early 
history of the seclusion, the development of fears and of “ inferi- 
ority ” conflicts are of importance in showing the basis for his poor 
performance at work. 

The discussion of the treatment is not important in this paper, 
but it may be well to say that, since the industrial concern would 
not tolerate his treatment “on the job,” and since his continuation 
involved dangers, he was placed in a job in which the element of 
danger was removed and where he worked deliberately and at his 
own speed. 

In analyzing the various methods of industrial psychiatry it is 
evident that the procedure which has been most successful in read- 
justing individuals has been the one which attempts to analyze the 
‘total’ situation. By the ‘total’ situation is meant the early life 
history, the social situation, the adjustment at home and elsewhere, 
the motives and incentives, and so on, in addition to the immediate 
difficulties at work. Classification of maladjusted individuals into 
types or groups is usually of little help unless all the possible fac- 
tors entering into the reactions of the individual are taken into 
account. 

During the last decade it has been shown that vocational guidance 
is as important a factor in obviating industrial maladjustment as 
the actual psychiatric treatment ‘on the job.’ The influence of the 
relatively small group of psychiatrists interested in mental hygiene 
has been a decided factor in turning attention to vocational 
guidance. Proper vocational guidance during the formative years 
of youth no doubt obviates many industrial maladjustments later 
in life. The help of the professional psychologist is of particular 
significance in this problem. The psychologist, with his objective 
methods in measuring an individual’s abilities, capacities, and so 
on, can be of immeasurable help in making the work of the psy- 
chiatrist more profitable. 
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THE NEURO-PSYCHIATRIC AND DISABLED WARDS 
OF THE UNITED STATES GOVERNMENT. THE 
PRESENT STATUS OF THEIR MEDICAL CARE, 
HOSPITALIZATION, REHABILITATION, AND COM- 
PENSATION DISABILITY.* 


By JOHN JOSEPH KINDRED, M.D., LL.B., 


River Crest, Astoria, Queensborough, New York. 


Whatever may be our estimate of the political, social, or moral 
results of the World War, there was the inevitable result of such 
a gigantic conflict of thousands of sick and disabled soldiers from 
overseas and from home camps, suddenly and urgently in need of 
immediate hospitalization and medical care in the United States 
Government hospitals. 

I have on several occasions discussed on the floor of the House 
of Representatives, the status of the neuro-psychiatric and dis- 
abled wards of the United States Government, and particularly 
stressed certain administrative faults of the United States Veterans’ 
Bureau and the failure of the consultants on hospitalization to 
more promptly supply hospitals provided for under liberal appro- 
priations made by Congress. 

The status of the neuro-psychiatric ex-service men is to be dis- 
cussed here from the viewpoint of hospitalization, vocational and 
professional rehabilitation, disability compensation, and the medical 
and other welfare agencies employed in their interest during and 
since the emergency referred to. 

It is only fair to state that The United States Public Health 
Service from the beginning of this emergency with inadequate hos- 
pital and other facilities, and under great difficulties, coped with the 
serious problems of supplying proper and humane medical and 
surgical treatment to the neuro-psychiatric and other groups of 
sick and disabled veterans; and it must in fairness be stated that 
this service deserves and should receive full credit and com- 
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mendation for its achievements; this service having in fact laid 
the broad and deep foundations for the good work in medical and 
surgical treatment which has been, with certain exceptions to be 
noted, continued by the medical service later created within and 
subject to the control of the Veterans’ Bureau. 

The Veterans’ Bureau, created under the Sweet Bill passed by 
the Sixty-Seventh Congress, consolidated all governmental activi- 
ties relating to ex-service men under this Bureau. 

The Bureau under the directorship of General Frank T. Hines, 
while evidencing a personal desire to do justice to the ex-service 
men, has received both praise and adverse criticism. 

The last (1925) convention of the American Legion made rec- 
ommendations for greater efficiency in the Veterans’ Bureau, par- 
ticularly relating to improving the medical service. The Legion 
criticized the results of the decentralization policy of the Bureau 
and commended the inauguration by the director of the Bureau of 
a council of medical and hospital service, which is composed of 
eminent specialists, and held that a higher medical personnel could 
be secured by appropriate legislation than that now existing in the 
Bureau under the civil service. This recommendation is for legis- 
lation providing a Veterans’ Bureau Medical Corps similar to that 
of the United States Public Health Service and of the army and 
navy. 

The Veterans’ Welfare Committee of the House of Representa- 
tives endeavored to include these recommendations in the legisla- 
tion on this subject recently enacted into law by the House and 
now pending in the Senate, but on account of the so-called economy 
program, the House failed to adopt them, as it also failed to adopt 
the committee’s proposals for a just disability compensation for 
cases of so-called arrested pulmonary tuberculosis. The House also 
included in the legislation referred to some drastic provisions to 
eliminate certain abuses by guardians of insane and incompetent 
veterans. 

The Bureau has also made urgent and specific recommendations 
for permanent improvement of the medical and hospital service. 
These recommendations for the medical service include provisions 
for higher salaries and disability retirement from service for 
physicians and nurses, as well as provision to detail the profes- 
sional personnel to colleges and research work and study. It is 
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hoped that Congress in the near future will provide appropriations 
for thus improving the medical service and placing it on a higher 
plane than the low salaries and civil service restrictions at present 
permit. 

I believe from personal investigation that while decentralization 
may have some advantages, the adverse criticism of the Bureau 
from this viewpoint is well founded and that the faults complained 
of are due in great measure to the so-called decentralization plan 
adopted by the Bureau, by which information and data relative to 
disabled ex-service men, filed in the many regional offices of the 
Bureau, are not readily accessible to the peoples’ representatives 
at the Capitol, except after long drawn out correspondence between 
them and the Bureau and the regional offices. 

With the enactment of the World War Veterans’ Act on June 7, 
1924, it was anticipated that there would be a material increase in 
the number of admissions to hospitals during 1925 over the pre- 
vious year, and also in the total number of patients in these hos- 
pitals at any one time. This expectation was borne out by experi- 
ence, which showed that the total of 76,812 admissions, including 
the neuro-psychiatric and all other groups, exceeded the admissions 
for 1924 by 16 per cent, although in fact this number was less than 
the total admissions for the fiscal years 1921, 1922 and 1923. With 
this increase in yearly admissions there naturally resulted an in- 
crease in the hospital load, which mounted from a total of 21,730 
patients to a peak of 30,753 during February, 1925, subsequently 
subsiding to 26,610 on June 30, 1925. There were since July 1, 
1919, to September 30, 1925, a total of 298,176 hospital cases. 

Under Paragraph 10, Section 202, of the World War Veterans’ 
Act, providing for general hospitalization regardless of origin of 
disability, approximately 17 per cent of these were veterans of 
wars other than the World War. 

The policy of hospitalizing to the greatest extent possible in 
government hospitals is being continued. The trend in admissions 
during the past several years is significant. In the fiscal year 
1920, 45 per cent of the total admissions were to other than govern- 
mental hospitals, that is, to state and civil hospitals; in 1924 this 
percentage was 19.36 per cent ; and in 1925 it had been reduced to 
10.87 per cent, The results accomplished under this policy have 
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been made possible by the carrying out of the permanent hospital 
construction program of the Congress and the Bureau. 

The increase in government hospitalization obtained for all types 
of diseases, neuro-psychiatric cases increasing during the year 
1925 from 72 to 78 per cent ; tuberculosis cases from 80 to 85 per 
cent ; and general cases from 93 to 96 per cent. 

At the commencement of the fiscal year 1925, 44 per cent of all 
patients in all bureau hospitals were suffering from neuro-psy- 
chiatric conditions, 39 per cent from tuberculosis, and 17 per cent 
from general conditions, whereas, at the end of that fiscal year, 
these percentages were 46, 36, and 18, respectively. Of the net 
numerical increase during that single year in all types of patients 
under treatment, the greatest increase was in neuro-psychiatric 
cases, which cases increased from 9929, at the commencement of 
the year to 12,139 at the end of the year 1925. These figures indi- 
cate clearly that from the standpoint of hospitalization and cus- 
todianship, the most important future problem will be in connection 
with the neuro-psychiatric cases. This is substantiated by reference 
to Chart No. 3, accompanying the Veterans’ Bureau Report for 
1925, showing the periodic variation of patients in all hospitals; 
and that while the general and tuberculosis cases decreased from 
the peak in February by some 1000 and 2000 cases, respectively, 
the neuro-psychiatric cases since the peak have shown but a slight 
decline. There are 47,216 neuro-psychiatric cases of ex-service 
men who are now receiving compensation, 8603 of whom are 
definitely psychotic. 

Increased hospitalization was made possible during 1925, through 
the completion of hospitals previously authorized by Congress. 

Congress has been especially generous in meeting the needs of 
World War veterans, having authorized, since the World War 
closed, total appropriations of $3,214,775,000 for hospital con- 
struction and maintenance for veterans’ disability compensation, 
for life insurance, and all other government activities in the 
interest of ex-service men and women of the World War. The ap- 
propriations for hospital construction alone amount to $58,595,000. 

I, as a physician, have naturally taken a deep interest in this 
legislation and can truly say that Congress has always promptly 
and sympathetically met every demand, so far as generous appro- 
priations are concerned, for the proper hospitalization and care 
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of the veterans of the World War and other wars in which the 
United States has participated. 

At the commencement of the fiscal year 1925, there were, as a 
result of these appropriations, 15,861 beds available in all United 
States Veterans’ Bureau hospitals, classified as follows: Neuro- 
psychiatric, 5203 ; tuberculosis, 6510; and general, 4148. 

Furthermore, neuro-psychiatric emergency cases frequently arise 
and space must be immediately available to care for them pending 
the making of available facilities for their care in hospitals spe- 
cifically established for them. 

In addition to the facilities made available by hospitals under 
the immediate jurisdiction of the United States Veterans’ Bureau, 
there are 9824 beds made available through other government 
agencies, including the War Department, Navy Department, na- 
tional homes for disabled volunteer soldiers, the Public Health 
Service, and St. Elizabeth’s Hospital, Washington, D. C., of 
which our distinguished fellow member Dr. William A. White is 
superintendent. These hospitals furnish 2665; 2370; 3322; 534 
and 933 beds, respectively, representing 41 individual hospitals. Of 
these 3130 are for tuberculosis cases, 2214 for neuro-psychiatric 
cases and 4480 for general cases. Thus it will be seen that in all 
government hospitals, including those under the directions of the 
U. S. Veterans’ Bureau, there were available on June 30, 1925, a 
grand total of 30,479 beds ; representing a net increase for the fiscal 
year 1925 for all government beds of 5460. 

It is estimated that all the hospital projects contemplated will 
have been completed or be under actual construction by June 3, 
1927; and that this completed program will give a total of all 
government beds of approximately 31,924. 

The Bureau’s hospitals for the insane, with very few exceptions, 
are fireproof buildings, with outside rooms, light, airy and well 
screened. 

Reports from the neuro-psychiatric hospitals indicate a fortu- 
nate minimum of serious epidemic diseases among the patients 
and personnel. Precautions are taken as to examination of food 
‘andlers for typhoid, dysentery and venereal infection. There was 
practically no malaria reported. 

Effort is being exercised to prevent and delay regression and 
ultimate deterioration in the insane, and to this end the institutions 
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have classes in habit training. The interest of the patient is aroused 
in various manual pursuits, such as gardening, farming, pig and 
poultry raising ; and shop work, such as basketry, weaving, leather 
and metal work. Interest is kept alive in the patients through 
athletics, the most popular being volley ball and group calisthenics. 
Religious services are held at all these institutions and through the 
able assistance of various organizations, such as the American Red 
Cross and the Knights of Columbus, many diversions are offered. 
The medical officers in charge of the hospitals are frequently 
responsible for such innovations as monthly birthday parties for 
those whose birthdays fall within the month. The recognized aids 
in the treatment of these cases, such as hydrotherapy, electro- 
theapy, physico-therapy, etc., are available in the hospitals. 

As training for rehabilitation has progressed the Bureau’s policy 
has crystallized into practical lines of training with a view of raising 
the whole educational and occupational level. The training now 
given is for the most part in industrial and business establishments 
and on farms, this policy permitting easy transition to the em- 
ployee status. 

Effort is made to bring about productive employment for the 
veteran, especially in business and on farms. The total number of 
veterans who have entered training as of May 1, 1926, is 179, 
688, of which total 121,743 have been rehabilitated at a cost of 
$640,000,000. 

At the close of the fiscal year, June 30, 1925, there were 54 
regional offices, 11 sub-offices and 30 medical treatment stations in 
operation. Depending upon the claimant load at these regional 
offices and sub-offices, there was operated by the medical service 
at each one, standard types of dispensaries, classed as A, B and C. 
Class A consists of a complete unit comprising clinics in internal 
medicine, general surgery, tuberculosis, neuro-psychiatry, ophthal- 
mology, diseases of ear, nose, throat, urology, orthopedics, physio- 
therapy, dentistry, X-ray, clinical laboratory and pharmacy, with 
facilities for administration and social service; classes B and C 
consist of similar though fewer units and smaller dispensary 
facilities. 

The medical activities of regional offices and sub-offices include 
the making of physical examinations, including spinal examina- 
tions, X-ray laboratory analysis and tests of blood, urine, feces, 
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spinal fluid, etc., and the furnishing of care and treatment, includ- 
ing hospitalization, out-patient relief, follow-up nursing, dental, 
prosthetic and orthopedic appliances, etc. In addition, the medical 
activities at regional offices (not at sub-offices) include a detail of 
trained physicians as medical members of claims and rating boards. 
The medical care and treatment furnished by the Bureau is carried 
beyond regional offices and sub-offices into the ciaimant’s com- 
munity and home. Follow-up nurses, operating under the direction 
of the regional medical officer, and the sub-office medical officer, and 
guided by a card index in these offices, giving the names and ad- 
dresses of all beneficiaries requiring special periodic contacts, work 
out from these offices into remote sections of the country, where 
transportation is primitive and travel laborious and difficult. In 
addition wide provision is made for treatment of beneficiaries by 
designated examiners and private physicians, under supervision of 
the regional offices. This brings the service to the beneficiary who 
is too ill to travel to a bureau, hospital or dispensary, or when, by 
reason of comparative inaccessibility, it is more advantageous and 
less expensive to arrange for locality treatment rather than to 
travel the beneficiary into a distant field station of the Bureau. 

Previous to the enactment of the World War Veterans’ Act 
of 1924, veterans having service disabilities could not receive out- 
patient treatment as they do now under this act. 

During the past fiscal year, the administration of United States 
Veterans’ hospitals was continued under the direct supervision of 
the medical service, central office, thereby insuring a uniform policy 
and control that could not be otherwise realized. Regional man- 
agers have jurisdiction over contract hospitals in their respective 
territories. 

The most eminent specialists of the communities in which the 
hospitals are located are engaged as consultants, in order that the 
patient and the resident staffs of the hospitals may have the benefit 
of expert advice and assistance. A fairly high grade of nursing, 
dietetic and reconstruction service (by selection of persons with the 
requisite training and experience, who are attracted by the salaries 
offered by the government) is maintained. 

Emphasis has been placed during the past fiscal year upon the 
hospitalizing of such beneficiaries as would be benefited thereby, 
and discharging patients who have received the maximum benefit 
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from hospitalization. As a part of this program especial attention 
has been paid to the receiving wards, where the incoming patients 
are placed for observation and examination, which include com- 
plete physical, surgical and X-ray, hydrotherapy, electrotherapy, 
physiotherapy and, in selected cases, psychotherapy. 

Supplementing the thorough physical examination of the patients 
upon admission, another examination is made before discharge, so 
that there may be no dissatisfaction on the part of the patient and 
full information can be given to the rating boards in the re- 
gional offices, in order to expedite adjudication of disability claims, 
the amount of these awards depending upon the percentage of 
disability. 

Out-patient treatment and clinics and supervision of patients 
who have returned to the community have been instituted and 
extended during the past year. They have proven of inestimable 
value, particularly those in association with hospitals. A check is 
maintained on the patient’s adjustment in the community; sym- 
pathetic advice is given ; symptoms of recurrence are noted in their 
incipiency. 

Of the 298,176 hospital cases of all types since July 1, 1910, to 
September 30, 1925, 15,210 were psychotic, of which latter num- 
ber 248 were discharged from the hospital as “ fully recovered,” 
and 3726 discharged as “ benefited’”-—a most notable and un- 
favorable recovery rate. 

The low recovery rate may be due in part to the large number 
of insanities among veterans, caused by serious trauma of the 
cerebro-spinal system and also to neuro-psychiatric conditions inci- 
dent to the World War, the most complex of the psycho-neurotic 
conditions. 

The difference in the figure of the hospitalized psychotic cases 
and the total compensable psychotic claimants, is simply indicative 
of a series of interrupted hospitalizations for many of these men. 

It is difficult to give any definite figures with regard to the direct 
or indirect causes of insanities and neuro-psychiatric conditions of 
World War veterans, particularly with reference to shell-shock. 
Shell-shock itself is not a disease entity, but is considered as a reac- 
tion to fear. The term is vague and is connected not only with psy- 
chotic conditions, but also with neurotic ones, some of which are 
due to hardships and the influences of war, and others are due 
simply to the emotional stress of war. The adjutant general of 
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the army made no effort to segregate the shell-shock cases, pre- 
ferring to place them under a more scientific diagnostic term ; how- 
ever, the Veterans’ Bureau attempted to use the term shell-shock 
as a causative agent, but found it used so loosely as to make data 
obtained therefrom unsatisfactory. The Bureau has no statistical 
data available on the subject of shell-shock, but it does not consider 
it a separate classification of mental disease, but regards it as a 
psycho-neurosis rather than a psychosis. 

Shell-shock was given popular prominence on account of its 
prevalence and the hysterical symptoms following not only high 
explosions, but also fear among men who, in some cases, were far 
from the scene of actual battles. The cause is wholly or chiefly 
psychogenic and not necessarily physical; is emotional rather than 
commotional. Physical concussion of the cerebro-spinal system, 
such as would be expected in shell-shock, is a relatively infrequent 
factor of the psycho-neurosis even in war. 

The clinical picture of so-called shell-shock fits into the accepted 
nomenclature of functional nervous diseases like hysteria, certain 
neurasthenias and psychasthenias, anxiety and compulsion and 
neuroses. Only a few cases of so-called shell-shock could be strictly 
designated as traumatic. 

The insanities among the ex-service men are largely the insanities 
of every-day life and are not distinguishable from those suffered 
by non-service men of the civil communities. 

The history of state hospitals for insane has been one of steady 
overcrowding ; and inasmuch as the potential load of beneficiaries 
entitled to treatment in the Bureau’s neuro-psychiatric hospitals 
embraces through the provision of Section 202, Sub-section 10 of 
the World War Veterans’ Act, as amended, all honorably dis- 
charged veterans of the Spanish-American War, Philippine insur- 
rection, Boxer rebellion, and the World War, without regard to 
service connection, a steady increase in government hospital beds 
for these cases would seem necessary, in direct proportion to the 
normal ratio of insanity resulting from the stress and strain of 
their daily pursuits and the exigencies of modern civilization. 


DISCUSSION. 


Dr. Kors.—It is so long since the Public Health Service has had any- 
thing to do with the treatment of veterans, that I hardly feel competent 
to discuss the paper. Dr. Kindred and several physicians here connected 
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with the Neuropsychiatric Section can tell you a great deal more about it 
than I can. 

When the duty of taking care of the veterans was imposed upon the 
Public Health Service, an estimate of possible needs was made and Congress 
was asked, I think, for about $82,000,000 for the construction of hos- 
pitals. Only $09,000,000 was granted in the beginning, and this of itself 
accounts for the fact that it was so long before the veterans had ade- 
quate hospital facilities. I don’t know who should be blamed for this. 
Possibly some administrative sections of the Government caused the delay; 
possibly Congress was partly responsible. In any event, it was about two and 
one-half years after the first estimate was made before anything at all was 
done towards the construction of permanent and satisfactory hospitals for 
the care of the veterans. 

I wish to say one word about the medical services of the Government in 
connection with this work; that is, on the form of medical service which 
is desirable, Dr. Kindred has touched upon it. The Public Health Service, 
as you know has a very good organization. The men are commissioned in it 
for life. They receive promotions at regular intervals if they are found 
to be competent. Transportation is provided for them and their families 
when they change stations, and in this way the service is made attractive to 
physicians and we are able to keep in the service most of the medical 
officers we desire to keep. We found in the beginning of the Veterans’ 
Relief Work that it was necessary to establish some such system as this 
in order to get medical officers to work in the various Veterans’ hospitals. 
When the Veterans’ work was separated from the Public Health Service, 
this arrangement was done away with and the doctors were put under the 
civil service. This deprives them of certain provisions for the transportation 
of themselves and families and their tenure of office was considered to 
be more uncertain. The change naturally led to the resignation of many 
desirable officers. I think one thing that should be enacted into law is 
a provision for the creation of a medical service in the Veterans’ Bureau 
something like the Public Health Service now has. The Veterans’ hospital 
service would then be attractive to physicians. It would stand a larger 
chance of getting good medical officers in the first place, and of keeping 
these officers after they are trained in the special work that is required of 
them. It too often happens that physicians leave the government service 
for more lucrative form of occupation. Dr. Kindred is in favor of the 
provision I have mentioned, and I feel sure a great many other members 
of Congress are also in favor of it. But the program of economy which 
has been referred to here has, I believe, been mainly responsible for keep- 
ing this very desirable provision from being enacted into law. 

I would like to hear Dr. Carlisle talk on this subject. 


Dr. Cartiste.—Mr. President, Ladies and Gentlemen of the Association: 
I am glad to have this opportunity of telling you a little of what we are 
doing in the City of New York in one of the largest United States Veterans’ 
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:fospitals in the country. Of course you realize we are operating under 
the appropriations authorized by Congress as explained by Dr. Kindred. 
We have made a good beginning, I believe, but we are in hopes of doing 
better things as time goes on. 

In the City of New York, which of course takes care of the Metropolitan 
District as a whole including Connecticut and New Jersey, we receive pa- 
tients in U. S. Veterans’ Hospital No. 81 in the Bronx when they show symp- 
toms of psychoses. The majority of the patients who do not show symptoms 
of a psychosis are hospitalized in the Brooklyn Naval Hospital chiefly for 
psychoneurotic conditions. A certain number of cases showing psychoses 
which are picked up in the various cities of the state are hospitalized by 
the usual method of commitment in the various state hospitals. The report 
of the New York State Hospital Commission will show you exactly how 
many ex-service men are now in the state hospitals of New York State. 
The group of which I speak are hospitalized in a Veterans’ Bureau Hospital, 
which is of course entirely separate and distinct from the hospitals of the 
New York State Hospital system. Incidentally, it may be of interest to 
the members of the Association from other states to know how we manage 
the commitment of patients under the state law. As you know, there isn’t 
a state in the Union with a law which enables a federal patient to be 
committed by a city or state official to a federal hospital and some 
arrangement therefore had to be made by which Bureau patients could be 
legally handled. It is largely a matter of cooperation and working together. 
In New York State the Veterans’ Hospital was duly licensed under the laws 
and regulations governing the New York State Hospital Commission the 
same as would be the case for any private institution. The U.S. Veterans’ 
Hospital in New York City therefore operates, as far as the legal reception 
of patients is concerned, in exactly the same manner as any state hospital 
or private institution. This means that when a patient is authorized for 
admission to U.S. Veterans’ Hospital No. 81, by the regional office if he 
is able to sign the usual and legal voluntary commitment paper, he does so. 
As a matter of fact, about 99 per cent are so admitted. Later on 
if the patient is found to be disoriented, confused, or otherwise unable to 
realize the meaning of the voluntary commitment by reason of the psychosis, 
the patient is recommended for commitment at the time the case is presented 
at the staff meeting. The patient is then committed either upon a petition 
signed by his relatives or if there are no near relatives the petition is 
signed by the Commissioner of Public Welfare of the City of New York. 
Upon due and legal examination by two qualified examiners, the patient is 
thereupon committed to the Veterans’ Hospital by a judge of a court of 
record. This arrangement has worked out very well and I believe is a very 
practical one. 

Speaking of the matter of recoveries and statistics as brought out here 
today, I think a word of explanation is due us, as physicians in the Veterans’ 
Hospitals, by reason of the fact that the statistical captions with which 
we have to work are somewhat different from the statistical captions of 
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state hospitals in the various parts of the country. As you well know, there 
are a rather limited number of actual psychoses which are subject to com- 
plete recovery in a true medical sense, which means recovery with insight 
and no residuals. Even in the manic-depressive group, so-called recoveries 
are often questionable, due to constitutional limitations of the patient, and 
can at best be looked upon only as recoveries in the sense of social 
readjustment. 

On the other hand, there are other psychoses, chiefly those associated with 
toxic conditions and allied states, which afford us reliable statistics as to 
true recovery rates. Certainly the large group under the nomenclature of 
dementia precox recover only in the sense of social readjustment. It is 
true that many such cases, in making their readjustment, lose their delusion 
and hallucinations and for all practical purposes may be considered as recov- 
ered, but there remains another group which still retain their delusional 
trends to some extent, yet make a pretty fair readjustment to their difficulties 
and are more or less able to become self-supporting. This latter type we 
have to discharge on the records as merely “improved” when being dehos- 
pitalized as “ having reached maximum degree of benefit by hospitalization.” 
So you see it is in this group that there are some cases which, according 
to the classification used in some states, would be called “ recovered ” and 
in other states as “much improved” or as a “social recovery.” Unfor- 
tunately, we have no caption which adequately expresses the condition of 
such patients at the time of their discharge. We could very well use a 
“much improved” caption. We are unable to discharge them “ recovered ” 
as I have indicated, and they are accordingly discharged as “improved” 
only. These things have to be borne in mind when comparing your statistics 
with ours, especially the percentage recovery rate. I think it would be a 
very fine thing if, through the influence of this Association the statistics not 
only of all the state hospitals in the United States, but of all the private 
licensed institutions caring for the insane and neuropsychiatric cases gen- 
erally, and all the federal hospitals, including the United States Army, 
Navy, Public Health Service and Veterans’ Bureau could be synchronized, 
so to speak, and made identical, in order that all our statistics would be 
truly comparable, both as to diagnostic nomenclature and condition on 
discharge. 

You may be interested in knowing something about the exact group of 
patients which we have in Hospital No. 81 in the Bronx. This hospital, 
as Dr. Kolb explained a minute ago, was first opened under the auspices 
of the United States Public Health Service. Dr. Treadway of the United 
States Public Health Service was its first medical officer in charge and to 
him should go a great deal of the credit in laying out the plan of the neuro- 
psychiatric work and giving it its initial impulse along the lines in 
which it has subsequently functioned. Following Dr. Treadway came 
Dr. Chronquest, who died in 1923. The present medical officer in charge 
is Dr. Brewster, who is here this morning. I wish to invite the members 
of the Association to visit us. We have no fear of anyone who is familiar 
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with modern methods for the care of the insane seeing our plant and 
inspecting it from top to bottom at any time. U. S. Veterans’ Hospital 
No. 81 in New York City has been open about four years. In that time the 
average annual admission rate has run about 1300 in-patients per year; 
over 5000 cases having been taken care of up to the present time. This 
does not include the very large number of out-patients who are cared for 
without coming into the hospital. Approximately 4800 out-patients have 
received treatment at our hands. 

I believe that our method for the examination of patients on admission 
and our procedures for the determination of the cause of all their symptoms, 
objective and subjective, and finally the reports submitted to the Bureau 
indicating the diagnoses of the various diseases or disorders, for which the 
patient is entitled to treatment and compensation, are as complete as can 
be found anywhere in the world. I can say that because I am not the 
medical officer in charge of the hospital and don’t have to feel any sense 
of embarrassment in giving this credit to the hospital. I also wish you, as 
members of the Association, to understand that the credit for your favor- 
able opinion given our hospital must also go to General Hines, the Director 
of the United States Veterans’ Bureau, for it is he who has continued the 
policy of developing a first-class hospital program under the World War 
Veterans’ Act. We have had practically an unlimited per capita cost to put 
this thing across on the assumption that no expense was to stand in the way 
of restoring the health of our ex-service men. However, I wish to state that 
we have made every effort to economize by the elimination of useless 
things, and in this way conserve the taxpayers’ funds. As a result of 
these efforts, we have discharged a large number of patients from the 
Bureau hospital in New York City. In short, approximately 4500 patients 
have been discharged to again take their place in the community since the 
Veterans’ Bureau opened this hospital in April, 1922. 


Dr. Kinprep.—Mr. President, reference has been made to one of the 
important points that I tried to make in my paper referring to the inex- 
cusable and unjustifiable delay in the preparation of hospitals to meet the 
emergency referred to, particularly with reference to the neuropsychiatric 
cases. While I am not here to make post mortems (and far be it from 
me to have any political significance attached to any remark I may make) 
yet I must in common honesty explain what I believe to have been the 
fundamental cause of this delay. It goes back to the door of the so-called 
consultants on hospitalization. 

Dr. Kolb has said, and truly said, that there was some technical delay on 
the part of Congress to make appropriations that were available but as my 
dear friend, Dr. Kolb, well knows that was a mere technical matter 
because the Congress of the United States has never been appealed to for 
appropriations for this or any similar cause when it did not respond to 
the call. 

Most of the gentlemen who have discussed my paper, particularly Dr. 
Kolb, have referred to the inadequacy of the inducements offered to the 
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physicians and medical staff of the Veterans’ Bureau. I have already referred 
in the main body of my paper to the present status of those officers. Their 
salaries are very limited. They are of course covered by civil service 
and this very protection by the civil service has, I regret to say, been a 
distinct misfortune to General Hines, the Director, and to the Veterans’ 
Bureau. The correction of these conditions can lie only at the door of 
Congress. As I have suggested, the bill which the House of Representatives 
passed within two weeks and sent to the Senate did not contain proper 
provision to meet these conditions. The Veterans’ Welfare Committee of 
the House of Representatives did urge the House of Representatives to 
accept adequate amendments which would have covered this situation. I 
had the honor of going before this committee, the members of which 
have always shown at all times a proper disposition to help disabled ex- 
service men. 

In conclusion, I quite agree with Dr. Carlisle, who has seen a great deal 
of the practical workings of the treatment of insane veterans. The statistics 
in these cases are capable of widely different interpretation. Because of 
the complex neuropsychiatric conditions resulting from the World War, 
the recovery rate and the discharge rate has been astonishingly low, but 
we know in fairness to the essentially splendid medical talent in that 
department that this low recovery rate is in no sense due to their lack of 
ability and devotion to the cause. 
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THE DETERMINATION OF INTELLECTUAL 
REGRESSION AND PROGRESSION.* 


By GEORGE VAN NESS DEARBORN, M.D., Pu. D. 
U. S. Veterans’ Hospital No. 81, Kingsbridge, New York City. 


This is a preliminary report on a “test” for prognostic change 
in psychosis, etc., developed and tried out by the writer in the 
last five years in U. S. Veterans’ Hospitals, especially in “ No. 81” 
at Kingsbridge, New York City. It has occurred to me that perhaps 
other hospitals and psychiatrists and neurologists, too, will find the 
new “method” (if we may presume to call it a method at all) 
constructive and useful, and sometimes even of great practical 
value, especially in diagnosis and in prognosis. 

To learn whether a psychotic patient is losing more of his mind; 
recovering some of that which he has lost; or neither losing nor 
gaining, frequently is well worth while. Indeed, in numerous legal 
cases involving, for example, valuable earning powers, it is often 
of great practical importance to be sure in this matter of regres- 
sion. No longer need this be a mere matter of opinion, however 
good, based on appearances, for the standardization of mental 
testing has now afforded us a measuring instrument of relative 
precision, as mental estimations go up to the present time, and no 
one can deny that they have gone relatively far. 

Such is the general sanction for this preliminary report on my 
research in psychiatric prognosis and diagnosis. I regret that to 
some of you part of the matter of my paper must seem rather 
technical, psychology, in all its phases, by one of the big ironies 
of medical history, being a new subject in the medical schools, 
more’s the pity.’ 

In this report we are not concerned with mental regress in the 
affective, emotional processes, nor with alteration for the worse 


* Read at the Eighty-second annual meeting of The American Psychiatric 
Association New York, June 8, 9, 10, 11, 1926. 

* See the writer’s article “ Psychology and the Medical School,” in Science, 
N. S., XIV, 343, 1901, 129-136—one of the first appeals for systematic 
psychology in the medical curriculum. 
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in behavior or “the will.” This lack is all the more regrettable 
because the feelings and “the will” assuredly are greatly more 
important in the conduct of life than are the intellectual processes 
proper. The lack, however, is forced by the present inadequacy of 
tests for measuring these aspects of mentation. The Pressy “ X-O” 
scale and the Downey will-temperament profile, so-called, are but 
good starts toward one of psychology’s most valued goals; and 
they do not at all lend themselves to the measurement of mental 
regression. This is of little practical moment, because changes in 
the intellect may be used usually as an index of changes in the 
affective aspect of mind. 

It is to be noted, if you please, that regression of abstract intel- 
ligence at least frequently does not have to be considered a perma- 
nent loss of mentality. In traumatic cases, brain-tumors, paresis, 
arterial sclerosis, epilepsy, and usually in encephalitis, etc., seldom 
of course is there a regression of the mental regression—a change 
for the better. But in precox, manic-depressive, the psychoses with 
psychopathic personality, the psychoneuroses, and some others, 
distinct and permanent progression may occur. The future cer- 
tainly will make the reasons hereof better understood than now is 
possible. Influenzal psychoses, e. g., tend to recover, mostly, even 
when of the schizoid type. Each disease’s deterioration has char- 
acteristics of its own, I believe. 

The degree or extent of observed regression and of deterioration 
needs mention. Ordinarily in the repetition of the Binet-Terman 
test within a year or two we expect the second one to be the same 
or a few months of mental age higher; while in regression or 
deterioration the decrease of mental age ranges in general from 
20 to 40 months in the course of a year or two of actual time. 
Progressions range less, but the mere absence of regression often 
is of important prognostic and diagnostic use, especially perhaps 
in differentiating native mental deficiency. 

Very often indeed in psychiatric diagnosis the certainty “ with- 
out reasonable doubt” of regression or of deterioration as such, 
is the one matter of diagnostic import. It means more, in many 
cases, for diagnosis than any other one circumstance in the case 
history. It frequently determines competency or incompetency. 

Psychometry in adults is apt to give far more uniform, less 
erratic, results than does the psychometry of children. Reductions 
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of mental age of less than nine months in adults I am not in the 
habit of considering of significance unless supported by extraneous 
evidence. This pioneer effort at real analysis of deteriorated condi- 
tions seems to offer the best method of studying the extremely 
interesting and important correlations between cerebral traumata 
and mental changes. Because of the cerebral complexity, these 
have no end of academic interest as well as of diagnostic 
importance. 

One of the most productive generalizations of modern psychology 
and philosophy, that new science of things as they really are, is 
that, qualitatively, mind is mind of whatever organism it may be the 
master—whether brute, infant, normal adult, or one mentally de- 
ranged. And could we ever examine into the mentality of a “ Mar- 
tian,” or of a denizen of a world-speck a million light-years away 
from us, in Nebula Andromeda for example, we have the best of 
philosophic reason to believe that his mind would be like unto our 
own. On this reasonable basis of identity between the sick mind and 
the normal, we have full right to measure the former with the same 
scales that have proved so useful and accurate for the latter, unless 
indeed it can be proved that some conditions of the deranged mind 
invalidate the measurement. Such “ invalidation” I am certain, 
after years of study of the precise problem, is quite contrary to the 
fact. With numerous but proper exceptions, a psychotic man if not 
too far gone into dementia can be as accurately estimated intellectu- 
ally as can an eager grammar school-boy, a worried woman school- 
teacher, or a fully cooperative moron. 

I wish to especially emphasize this: The entire validity of intel- 
lectual measurement in psychotic states when the measuring is 
done by a competent medical psychologist (i. e., a psychologist 
who knows also some psychiatry), I consider beyond question. 
Contrary opinion seems based on inadequate technical psychology, 
but the argument is that the emotional state of a psychosis prevents 
a patient from using his intellect well. 

On the other hand, more often than not, feeling serves as a 
stimulus to better and faster thought oftentimes, and this is par- 
ticularly true in the emotional states met with usually in the 
psychoses. I strenuously deny that the emotions with which we are 
concerned in this psychometric work can block to any practical 
extent the thinking of the patient. Indeed, intellectual confusion, 
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blocking, inhibition, negativism, conflict, aprosexia, frequently have 
been mistaken for affect proper in what little discussion of this new 
matter has taken public place. They who assert that psychosis 
invalidates psychometry (one here and there, unfamiliar with 
technical psychology for the most part) have based their notion 
apparently on the assumption, wholly, though unintentionally, 
false, that the mental state of the examinee is one of emotional con- 
fusion, “rattle,” stage-fright. On the contrary, in the regular 
psychologic testing of the insane the laboratory conditions sur- 
rounding are very different, because wholly conducive to calmness 
and to deliberate thoughtful answering, if the examiner be not 
wholly unfitted to his work. What little excitement may persist 
amounts only to an interest that just suffices to stimulate attention 
and effort in the patient’s always pleasant task of telling what he 
knows. One does not try to do psychometric tests of a patient 
when acutely disturbed or in a state of delirium or acute confusion : 
one uses the indispensable common sense. 

If a patient be evasive and exhibit it in his performance of these 
tests, it means merely still more care and still more time in the 
administration of the scale. Evasiveness in no way invalidates the 
psychometry—it only makes it harder of application in that par- 
ticular instance. 

As all of you are perfectly aware, even a “ mad-house ” has its 
humorous aspects, and certainly nothing therein is more funny 
than the member of the medical staff who assumes that he can 
guess accurately at a mental age, or as to whether a patient is 
regressed or not, better than a psychologist can measure it. It is 
about as it would be if a man prescribed for optical refractive 
defects by watching the patient, or as it would be if one disputed 
a spinal test for syphilis solely on the basis of pupillary reaction. 
Such a pretense shows more conceit than timely intelligence or 
knowledge. 

One wholly indispensable but relatively easy feature of this new 
method is a continuous oversight of the cooperative effort of the 
patient. If he shows any laxness, even for a moment, he is instantly 
“ jacked up.” An examiner of any experience with the work can’t 
be fooled in this respect; and this particular objection that one 
hears occasionally from sceptical but uninformed people, even 
physicians at times, has no basis whatever in fact. “Lack of 
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cooperation ” is quite inexcusable and wholly “eedless. lf a patient 
because of suspicion or negativism or “ pure cussedness”’ delib- 
erately and persistently refuses to answer the questions to the 
best of his ability, his examination for the time at least must be 
abandoned. Mental estimation is not that kind of a problem at 
all. The processes to be tested must be accessible. 

As Professor A. Gesell of Yale says in his “ Mental Growth of 
the Pre-school Child,” “ We ought not, however, to give too much 
recognition to resistance as a clinical obstacle. Rather, we should 
regard resistance as a symptom of our failure to devise the right 
technique and to find the right clinical approach. Resistance is 
not a specific personality-trait. Is it not a mildly rationalizing 
designation of a failure of clinical rapprochement?’ The writer 
corroborates this fully as concerns both adults and children from 
his own experience, and feels fully confident that actual trial with 
the psychotic and even with the psychoneurotic (harder to deal 
with) will convince any competent (1. ¢., patient!) psychologist or 
even the amateur physician-psychologist pro tem., that fully nine- 
tenths of all cases can be accurately analyzed and some of the 
other tenth at some other hour or on some later day. This matter, 
like that to be discussed in the next paragraph has never before, 
apparently, been adequately tried out as a deliberate matter of 
research. 

Another essential feature of this prognostic method that must 
be, if you please, fairly appreciated is that it enjoys the large 
advantage that inevitably comes from the application of a uniform 
and standardized routine analysis, even if narrow, of a fixed set of 
intellectual processes—on the valid principle that one measures 
better with an accurate instrument than with a variable one. In 
this case the measuring “instrument” inevitably includes the 
practiced observation-power of the observer or examiner, as is 
frequently the case, of course, in the use of the more complicated 
instruments of modern science. By the time a patient for an hour 
has been given the strictly prescribed questions, rules, procedure, 
system, of the Binet-Stanford scale by an experienced medical 
psychologist, he already has been measured pro tanto with an 
instrument of precision that can but give definite results and 
opinion. It means an hour’s personal measurement and detailed 
comparison that provides a perfectly valid basis for a judgment 
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as to the trend and degree, if any, of the patient’s prognostic 
change. An hour’s application of this measure accumulates in the 
adequate observer's mind a very large number of bits of relevant 
evidence as to whether the patient be regressed intellectually or not, 
or perhaps progressed instead. Each of these competent bits of 
evidence has a somewhat different qualitative value in the premises, 
and they all fuse inevitably into a valid positive indication of any 
change in prognostic status. 

This is an important sanction of the method, this circumstance 
that it affords in each psychometry a continuous and minute over- 
sight of the patient’s mental process for at least 40 minutes (often 
70 or 80) under precisely formulated conditions. It can readily be 
seen that the often striking and even minor deviations from the 
normal reactions of homologous cases who are mentally well, or 
feebly minded, are certain to be noted. One need only to try it a 
few times to realize the force of this statement in determining the 
new “ method’s ” practicability and validity. 

As in the psychometry of normal intellects, it is of importance 
frequently ignored to establish in advance as well as one can the 
intellectual and scholastic standing of the patient at some previous 
time as a reliable basis for comparison and judgment of change, 
as a bench-mark, so to say. Herein partly lies the practical neces- 
sity of “doing a psychometric” on every new patient as part of 
his mental status-history. Even if one accept the cynic’s estima- 
tion of our educational system as “an organized betrayal of the 
young,” even then it has, it really does have, a certain amount of 
developmental influence over the unrolling youthful mind up to 
the age of ten at least. On this account it is important in all 
psychometry to establish as well as is possible, and far more 
accurately than commonly is done, the intellectual status of the 
personality concerned. One should strive to learn the highest grade 
the patient made in school and his age at the time. As an indis- 
pensable factor of this problem, frequently one must learn to 
interpret to a standard the numerous grade-names used in the 
various cities, states, and countries. The eighth grade in one town 
is the third grade in another ; the first grade in a private school may 
mean the eighth in the public schools; in Ireland and in England, 
in France and in Italy it is difficult to evaluate school training with 
that in our own country, and in general quite impossible is it to 
estimate the schooling of anyone in Russia, Poland, Armenia, 
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or Czecho-Slovakia. And yet without knowledge of schooling one 
frequently is at a loss to estimate intellectual regression. Some- 
times it is only from this scholastic equivalent that regression from 
mental disease or deterioration from cerebral disease can be esti- 
mated accurately. 

The differential diagnosis of regression from native mental 
deficiency usually is neither difficult nor uncertain. Feeble-minded- 
ness is an all-pervading weakness of mentation, while regression 
and deterioration (perhaps from the unique complexity of the 
brain and the neuromuscular and vasomotor mechanisms?) are 
almost invariably found on measurement to be “ spotty,” giving 
rise to scattering of wrong answers sometimes over nearly the 
whole Binet-Terman scale, and even in the vocabulary-test. Again 
the low-grade moron, at least, lacks the basal processes of the 
intellect proper such as comparison, inference, elementary com- 
prehension and imagination, to a degree almost never observed in 
a mind which has had them while developing and then in part has 
lost them. In other words, regression seldom loses the base- 
processes of our common rationality: appreciation of similarity 
and so forth. 

In addition, the experienced examiner with this elaborate and 
explicitly determined series of mental situations for solution soon 
finds that there is a kind of total impression to be gained from each 
of the types concerned, such as native mental defect, precox regres- 
sion, paretic deterioration, arterio-sclerotic deterioration, cerebral 
traumatic deterioration. Just as the expert abdominal surgeon gets 
general diagnostic impressions from palpation of the abdomen, so 
the psychologist learns that the “ feels” of these regressions and 
deteriorations, when measured and studied in this set, complicated 
way, are different and respectively characteristic. 

Adult mental defectives and sometimes adult regressives, not 
seldom make their own diagnosis beyond dispute. Men and women 
almost never hesitate to admit, on direct question, that they were 
the most stupid or the hardest of learning of their siblings. Such 
information, because without any possible incentive for deceit, may 
be relied upon. The inquiry is never resented when as a child he 
was mentally defective. In homologous manner, the regressed, if 
properly approached, seldom hesitates to admit that he can no 
longer think as fast and as easily as he could before; that his 
memory is poor; or that his mind frequently becomes blank for 
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a few moments or wanders from its train of thoughts. These 
failures are all of interest to the patient if anything is, and he 
readily relates them even when evasive on less recondite things. He 
does not know their diagnostic importance, else he might also evade 
in regard to them. 

Again, the patient’s manner and behavior very frequently help 
us in determining regression, especially his facial behavior. When 
“voices” are interrupting his “thinker’s ” action; when he sud- 
denly “finds his mind a blank”; when he can’t recall things he 
knows he used to recall with readiness and accuracy, a look of 
annoyance is pretty certain to tell us much, beyond the doubting. 
One sees the familiar “ blank ” look, and that far-off mannerism 
indicative of hallucinations, especially of inner “ voices.” The 
scattering of wrong answers through eight or even more years of 
the Binet scale (already noted) is a very important and well- 
recognized indication of regression of the intellect and frequently 
has much significance in itself, aside from the content of the ex- 
amination. I wish to call your attention to the consideration, how- 
ever, that the scattering effect may be due to chance in the first 
place, and in the second place to some one narrow mental defect, 
or mental habit even, that in itself does not at all mean regression. 
So I do not pay too much attention to unanalyzed scattering. But 
aside from these long recognized but often neglected differentiating 
marks, regression always shows qualitative changes not seen in the 
native defect. 

This is not the best occasion for a psychologic analysis of 
psychotic regression and deterioration, great as is the need of this 
knowledge in psychiatry as well as in pure psychology. We may 
reasonably assume, however, I think, that the greater part of 
intellectual regression is included in these following changes: First, 
and most important, a lowering of the habit and the power of 
voluntary attention, leaving it “spotty ”’ and unreliable. Second, 
a virtual or a real lessening of the power of memory and of recall. 
Third, derangement of conceptual association in general, giving 
rise to a tendency to avoid particular, concrete thought and con- 
sequently to an increase of generalization (Bleuler), and finally, 
in deep regression and deterioration, to an actual inability to make 
inference, to “ think the therefore,” the base-process of our com- 
mon rationality. Fourth, derangement of perception, down to 
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illusion or even hallucination (perhaps ignored and even quite un- 
conscious to the patient by long familiarity). Fifth, under the 
drive of suspicion or anxiety or the wish to escape control, a 
process of mental evasion well-capable of modifying the intel- 
lectual process in many ways. 

In evaluating the psychology of regression, as elsewhere in 
medical psychology, the vast, insistent importance of habit must 
not be ignored—and it generally has been ignored. New, un- 
familiar, mental events are noticed and reacted to, but later per- 
haps wholly ignored; for example, hallucinations and even delu- 
sions. Certain associations are formed while others, perhaps more 
revealing, are not formed. In some lines of thought he is typically 
aprosexic, and in other lines, not so at all. Some things he, like 
ourselves, remembers, while others of equal significance in general 
are totally forgot. To some objects he has the habit of attending 
and to others of not attending, etc. Such results of habit-formation 
explain many situations that else were misleading and inexplicable 
in a subject’s mind and behavior. (Systematic analyses of sundry 
regressions and deteriorations will be reported later.) 

With such all-pervasive changes in a stream of mental action, 
it is inevitable, when one comes to think of it deliberately, that 
under the requisite conditions for accurate comparison there should 
always appear unmistakable evidence of their presence, with indi- 
cations of their relative degree. This is our present task—to set 
forth some of the preliminary sanctions of this method of com- 
parison and of determination. I agree fully with Doctor Joseph 
Collins * of the Neurological Institute that “we can learn more 
about a mind that is disintegrating than when it is integrating.” 
Our analysis of regression has for itself the advantage of this cir- 
cumstance. We study its disintegrations by analysis and compari- 
son, and that under strictly precise conditions. 

Besides the intellectual processes proper, the patient’s behavior, 
formerly termed his will, may also show regression, and so may his 
potentiality to action. Regression of “the will’? means changes 
either quantitative or qualitative or both in his behavior of every 
kind. It may be manic or depressed or catatonic or negativistic or 
unstable. Or there may be a general lowering of the will, as in 
abulia or late paresis. These alterations help our determinations. 


?In his introduction to Miss Hillyer’s “ Reluctantly Told.” 
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In explicit terms, at last, we use for determining regression the 
Binet-Stanford scale so familiar now-a-days wherever English is 
spoken—but we use it, please observe, in an intensive way ; we use 
it intensely, we use in such a manner that we are certain of the 
measurements it gives us—or we do not use it at all. There is 
nothing, then, recondite or mysterious or esoteric in our method. 
It is just the application of an old scale in a new way and for a 
novel purpose of some importance. Just the carrying-out in a 
logical fashion of some very elementary principles of common- 
sense in psychometry. 

In the short or starred form of the Binet-Stanford scale (the 
omitted tests seem to have nothing of especial value, for this pur- 
pose, at least), there are 35 tests from the 18th year downward, 
including the seventh year. (Very few if any, in my experience, 
measure their intellect from regression below the seventh year; 
but if it were below this, other essential tests further up would be 
ungivable. ) 

So far as we can, your patience holding out, it is our next task 
to attempt to tell just what each of these 35 tests contributes to our 
opinion of the intellectual regression or progression. Inevitably 
we shall find some of them less significant than others for our 
special purpose, but each has at least its own contribution to 
the abstract-intelligence age at the time. And they all have been 
standardized ! 

The importantly indicative Terman vocabulary-test, always given 
first as an orienter or grade-index, has its chief value for our own 
immediate purpose in the variety of qualitative changes observed 
in cases of regression of intellect. There are apt to be irrelevancies 
in the replies as to the meanings of the words. In cases of paresis 
the characteristic total omissions frequently are observed. In gen- 
eral word-meanings, coming early into the mind and forming so 
many of the mind’s bausteine, are not apt to be easily lost in 
regression. Very significant, in a few cases at least, is the direct 
evidence of fluctuating aprosexia, or waves of attention-wandering, 
to be directly discerned in the short groups of negative answers 
scattered down the list of 50 test words. One has here at times 


direct, even visual, evidence of the aprosexia of intellectual regres- 
sion, and of its vagaries. 
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Beginning now at the upper end of the scale and going down- 
ward, we come first to test number four of the eighteenth mental- 
age year, or test. 

No. XVIII, 4, the repetition of the idea set forth in a rather 
difficult paragraph (Cattell) of seven lines. This is by far the 
most abstractly difficult test in the whole scale. A patient who can 
do it “up,” need not be suspected usua'ly to have intellectually 
regressed—unless of very superior intellect before. For practical 
purposes he is better than the median. in mental power, but his 
former status must be estimated in order that we may be certain 
that he has not regressed in case he “ makes ” it. 

No. XVIII, 3, the repetition of eight digits after all are given 
once. This is an excellent test of the patient’s auditory memory 
and imagination. In certain cases of immediate aprosexia, wander- 
ing of the voluntary attention, it is directly useful—the digits have 
no inherent interest of their own, and so serve well. 

No. XVI, 4, the enclosed-boxes test, is a good indicator of one’s 
power of comprehension of plain and easy words. The patient 
should be requested to repeat the question in order to learn if it 
be his comprehension or his abstraction—“ thinker ”’ that is dis- 
ordered. 

Nos. XVI, 2 and XII, 5, “ the interpretation of fables” in two 
degrees of understanding, is one of the best of these tests for the 
determination of intellectual change, for it is concerned with 
several of the mental processes most apt to be regressed. In the 
first place, these hundred-word fables may not be comprehended 
at all owing to lowered concentration and power of voluntary 
attention. (The examiner should always learn how much of the 
fable was understood.) Second, disturbance of conceptual asso- 
ciation is shown often times by bizarre or even by wholly irrelevant 
interpretations. Third, the rational process of inference is tested 
“ beautifully.” And, fourth, the frequent presence of suspicion, 
evasion, and lack of cooperation, or even negativism, or incoher- 
ence, one or more at a time, are well brought out by the fable-test. 
In some cases it constitutes by itself almost an adequate regres- 
sion-examination, because it involves so many of the basal mental 
processes, standardized for comparison and judgment. Among 
these are the power of voluntary attention; the important aware- 
ness of wholeness or situation, one of the basal privileges of intel- 
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lect ; the appreciation of fine shades of meaning; memory; judg- 
ment, both the practical and the ethical forms ; interest ; vocabulary ; 
and imagination, especially of phantastic constructions. 

No. XIV, 5, arithmetical reasoning, is a good test both of atten- 
tion and of the base-processes of comparison and of inference 
underlying the reason. Here, as in the vocabulary-test, etc., one 
sometimes sees evidence of a sort of mechanical or habitual mental 
facility, beyond what one would expect from the other tests. But 
in general this is an excellent test for thinking. 

No. XIV, 4, interpretation of social situations (called in the 
Booklet “ problems of fact ’’) is a test of commonsense, our basal 
rationality. In precox-regression one is apt to have phantastic 
answers as part of the association-defect common in the regres- 
sion. Again, these brief and concise statements of fact with each 
word significant and indispensable, is even a better test of the 
patient’s concentration, in listening at least, than are the longer 
fables. Each one of the four statements has a sort of key-word 
which when missed makes correct answer, or any answer, difficult 
or even impossible. 

The tendency to evasion, one of the elementary signs of psy- 
chotic, especially of schizoid, regression, frequently is brought 
to light by this test, perhaps because the “ dereistic”” thinking 
(Bleuler) suggests to the patient the phantastic reply. Few normal 
adults (very few women!) would fail a moment to grasp the situa- 
tion in mind. So it is a good test of mental estrangement from 
reality. 

Nos. XII, 7, and VII, 2, “interpretation of pictures,” are not 
very satisfactory tests of the abstract intelligence of any adults. 
Interpretation of such pictures is one of the last mental processes 
a man would lose in regression. Caprice and increased generaliza- 
tion, not warranted by the data, are to be expected if regression 
obtain. 

No. XII, 4, dissected sentences rearranged, is an excellent test 
of unstable attention and of general mental dilapidation, because 
many words have to be kept in mind at once and a sense of whole- 
ness, meaning, held before the attention. Phantastic answers are 
not uncommon, due to increased generalization, in part, probably. 

No. XII, 3, the ball-and-field test, is well substituted for the 
pictures—interpretation test XII, 7, when adults are being tested. 


| 
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Have not observed any special usefulness for our special purpose 
here. 

No. X, 6, the speaking of 60 words, “ separate” words, as fast 
as possible, is more valuable in showing qualitative associational 
changes than in indicating regression proper. Sometimes the 
test indicates aprosexia, but very often it does not. Of course 
depressive affect slows the association-time. Dereistic thoughts, 
based on the life of unreality, oftentimes alters the associations 
in diagnostically significant ways. But curiously enough, in all 
my experience never once have I heard even a sexual precox use 
a vulgar or an obscene word in these associations. In differentials 
between manic-depressive, schizoid manic depressive, and dementia 
precox, sometimes the retardation or blocking shown quantitatively 
by this test is very decisive. Straight precoxes very seldon show 
retardation in this free-association test. This test may be called a 
rather erratic test. 

No. X, 5, labeled “ comprehension, fourth degree,’’ is really more 
than that because they are simple problems of casuistry. Involving 
as they do very elementary questions of the basal common sense 
or rationality, few adults unless regressed to imbecility fail to do 
these problems acceptably. 

No. X, 2, the absurdity-test, one of the best tests of abstract 
intelligence, has no special significance for measuring regression, 
but has the use common to several other tests, and corroborates 
them. 

At times there is suggested by this test a lack of affective keen- 
ness, a flattening of the emotional appreciation. If the patient fails 
in the test, whether or not he gets the affective tang to make it 
interest him and cause him to think about it actively should be 
inquired into. And his sense of humor, too, if not evinced here has 
certain significance psychiatric. 

No. IX, 5, three words to be put into a sentence constructed by 
the subject, is a valuable test of regression usually because it 
requires absolute initiative in original thinking. Not infrequently, 
the fabrication of sentences irrelevant to the three words given, 
indicates overactive imagination if not active delusional process. 

In general, this test is a rather important one for our special 
regression—purpose, because it helps to indicate the relative ability 
or inability of the patient to use in a practical and useful way 
some of the most abstractly constructive processes of mind. The 
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feeble-minded do not make a great success of this original, planning 
work. It tests the subject’s powers of invention and of the rela- 
tively difficult process of abstract deliberate thinking very difficult 
and inapt in regression, and apt to fail altogether in that condition. 

Nos. XVI, 5; XII, 6; and IX, 4, repeating backwards a series 
of digits, is a test of very great value for our purpose now. Close 
attention is required to get the six, five, or four figures respectively 
required in the first place, and still closer attention and a good 
immediate “memory” to hold them in order in mind so as to 
repeat them in reverse order. “ Spottiness ” of the attention is apt 
to be picked up by this test; and it is an excellent index of the 
patient’s degree of control, for intensive forced thinking, over his 
conceptual process. Often the regressed patient knows in advance 
of trial that he cannot do the test and says so, and he may even 
refuse to try. Normals seldom do so. The test measures compre- 
hension also, for strange as it seems, many men fail utterly to 
understand what is meant by the request to say a row of figures 
backwards ; too complex a concept for them. 

No. IX, 2, the arranging of five cubes in order, 3, 6, 9, 12, and 
15 grams in weight. This test is more useful for determining 
deterioration proper (involving cerebro-spinal damage) than for 
estimating intellectual regression. In tabes, taboparesis, encep- 
halitis, etc., it may be indicative of an akinesthesia, or radiculitis 
of the arms. 

But this is also a good test of that general impairment of mental 
process that shows itself in a lack of practical comprehension, in 
an unwillingness to make an effort to use the mind, and in a lowered 
attention to sensory impressions even if the patient be wholly 
cooperative. In a degree, it is a little performance test, and because 
of this can tell us much and in various directions in which tests, 
however adequate, of abstract intelligence are lacking. It involves 
a plan and it involves a simple test of that preeminently essential 
and basal kinesthetic sense underlying our minds, conscious and 
subconscious.” 


*See the writer’s “A Contribution to the Physiology of Kinesthesia,” 
Jour. fiir Psychol. und Neurol., Bd. XX, Hfts. 1 U. 2, Jan., 1913, 62-73 
illstd. “ Kinesthesia and the Intelligent Will,” Amer. Jour. Psychol., XXIV, 
2, Apr., 1913, 204—255, illstd. “ Kinesthesia,” Ref. Hndbk. Med. Scis., V, 760, 
“ Movement, Cenesthesia, and the Mind,” Psychol. Review, XXIII, 3, May, 
1916, 190—207. 
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No. IX, 1, giving the day of the week, the month, the date, and 
the year, is significant in cases of deep regression who are tem- 
porally disoriented, or careless of the time-flow. Failure is seen 
also in those states of exaggerated activity, manic, or paretic, 
e. g., where the patient’s mind is too “ busy” to care about such 
conventionalities. 

Professor Terman has shown, I think, conclusively, that the four 
parts of this test are of equal difficulty at all ages, and the fact 
seems to hold for the regressed as well. In institutional life perhaps 
the day of the week is a little the least likely to be given wrongly. 

Nos. XIV, 3; XII, 8; VIII, 4; and VII, 5, appreciation of dis- 
similarity and of similarity, are significant of regression when the 
process has gone far enough to alter the most basal thinking process 
of mind. Essential differences as logically contrasted with super- 
ficial dissimilarities are more significant, and often fail of apprecia- 
tion by the regressed on deteriorated mind. Superficial differences 
are apt to be suggested in those mental conditions. In addition, the 
deteriorated individual may find it hard to think deliberately at all, 
and “ taking the road of least resistance,” gives stereotyped answers 
to the various questions to avoid unpleasant mental exertion. 

For the most part, however, defect in this fundamental mental 
process is characteristic of native mental deficiency, of the basal 
paucity of neopallic neurones. But this test sometimes shows the 
increased generalization symptomatic of regression. 

No. VIII, 3, the so-called “ comprehension, 3d degree” test, 
has nothing of especial importance for mental prognosis. Correct 
answering is a matter of elementary social commonsense and 
casuistry. 

No. VIII, 2, counting backwards, like reversing a row of digits, 
requires the voluntary use of the attention. In this case, however, 
the process required is far more mechanically imbedded in the 
mind, and is very seldom lost. Slips of attention at times are indi- 
cated by omissions, counting forwards one or two, or by repetitions. 
As a test of prolonged thought-control of very elementary grade 
it has prognostic significance. It shows in paresis characteristic 
elisions. 

No. VII, 6, the copying of a diamond with a pen, is a test of 


perception and of motor coordination therewith, and of motor arm 
and hand control. 
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Regressed cases, of precox in particular, of course are apt to 
show their evasion and negativism by refusal to coOperate as 
soon as they realize their inability to make an excellent showing 
of intelligence. A small proportion will do this, but almost never 
will they refuse to do attentively and well the initial Terman 
vocabulary test. Fortunately, in patients who have had English as 
their mother-tongue, this one test by itself oftentimes is enough 
wherewith to obtain a suggestion of their rough mental age at the 
time—which can be evaluated in terins of scholastic and industrial 
successes. 

For accuracy of the highest degree in psychotic psychometry, as 
in the measurement of native defect, but more importantly even, 
it is expedient that the same psychologist shall make all the ex- 
aminations of one case. The comparison then of course is more 
exact, and the test more delicate, owing to personal equation ; but 
this is not indispensable. 

One is not ordinarily content with one attempt to examine a 
non-cooperative patient. A second trial may meet with success, or 
a third, perhaps. As in other phases of applied psychiatry, time 
is of relative unimportance in matters involving so much as here. 


This new intensive way of using our standard psychometric scale 
requires hard and attentive, intelligent, work by the examiner 
constant intensive effort, properly adapted every moment to the 
needs of that moment. Moreover it is apt to take longer than does 
the psychometry of normal persons or of native defectives. Not 
intrequently an hour and occasionally twice as much, is required, 
hard, annoying, wearing, intensive inquiry in the one standardized 
way. The work requires even more patience than does the measure- 
ment of the mentally defective and far more initiative and ingenuity 
for the overcoming of the manifold psychologic difficulties peculiar 
to getting information out of the numerous varieties of the psy- 
chotic and the psychoneurotic. But patience unending, as we all 
know, is part of the indispensable equipment of the adequate 
psychiatrist. 

For years this diagnostic and prognostic “ method” has been 
employed in the New York Veterans’ Hospital for neuro-psy- 
chiatric cases, with much advantage in caring for them; in under- 
standing them ; in treating them; in paroling them ; in discharging, 
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or in retaining them. It has given us a measure of new knowledge 
of our thousands of cases non-psychotic and otherwise. I hope 
some of you so very patient listeners will help to try it out on a scale 
still larger, and thus help to perfect it. It is offered to you tenta- 
tively, yet with confidence, for this purpose. 


DISCUSSION 


Dr. Britt.—Dr. Dearborn’s work in the hospital is known to me and I 
feel he is doing a good piece of work but when we come to evaluate the 
actual results, there are a number of things that come to one’s mind. In 
the first place, I would object to his title, “ Determination of Mental Re- 
gression.” Of course the doctor means by this both mental and emotional 
regression as he has shown by his paper. But here is where the difficulty 
lies. We know perfectly well that we have no means as yet to evaluate 
the emotional aspects of the patient, particularly those of dementia przcox, 
manic depressive and in the defective type. It is merely a question of 
judging by one’s intuition, and Dr. Dearborn certainly used his judgment 
and found a great many interesting facts, but to use definite tests as a 
method to determine mental regression is in my opinion well nigh impos- 
sible. Such tests surely do not help us at all in the prognosis of the cases. 
We know, for instance, precoxes who haven’t told us anything for years. 
who were put down as markedly deteriorated and utterly demented who, 
after awhile, woke up and talked rationally and telling us that they remem- 
ber everything that went on during all these years. 

I feel that Dr. Dearborn’s work is worthwhile and should be continued 
especially by men of his training, but I do not feel that at present these 
tests tell us anything of great value. 


Dr. CorNELL.—I have listened with a great deal of interest to Dr. Dear- 
born’s paper and it seems only natural that the psychometric methods 
found so valuable and successful in the cases of children should be applied 
in a broader way in psychiatry. I was very much interested in Dr. 
Dearborn’s paper and I am sure that he has brought before the Association 
some very valuable points in the use of the intelligence scale in the routine 
psychiatric examinations. I am only sorry that Dr. Dearborn didn’t take 
the time to more specifically go into the value of each of the tests which 
they made themselves but of course it would take too much time and prob- 
ably would not interest some of the members. I think the paper is a very 
valuable one and I am glad it has been presented before the Association. 
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jQotes and Comment. 


THE AMERICAN JOURNAL OF PsycHIATRY ; PROPOSED CHANGE 
IN PUBLICATION.—With this issue of the JouRNAL it will have 
completed eighty-three years of continuous publication as a quar- 
terly. From July, 1844, when the first number was issued, until 
April, 1921, it appeared under the title of THE AMERICAN JOURNAL 
OF INSANITY. Since July, 1921, it has appeared as THE AMERICAN 
JOURNAL OF PsyCHIATRY and now completes six volumes of the 
new series, eighty-three volumes from the beginning. 

With the July, 1927, issue it is proposed to make the JoURNAL 
a bi-monthly. There will be no change in the style of the JouRNAL, 
but an increase in the number of issues annually. This will result 
in an increase in the amount of matter published of some two hun- 
dred pages annually, and there will be an increase in the price of 
subscription to non-members of The American Psychiatric Associ- 
ation. The present subscription price of $5.00 per annum will be 
increased to $6.00 per annum to subscribers residing in the United 
States and to $6.25 for Canadian and $6.50 for foreign subscribers. 

It is proposed to make some additions to the Editorial staff, 
which will be announced in the July issue, after the confirmation 
of these additions by the Council at the annual meeting of the 
Association in Cincinnati, which, as announced elsewhere, opens 
on May 31, 1927. The Editorial board has in mind certain changes 
in the character of the JouRNAL which will, it is believed, make it 
more than ever the exponent of American psychiatry. What the 
changes are it is too early to announce, indeed they can only be 
shown as demonstrated in the pages of future issues, but it is hoped 
to attract to the pages of the JouRNAL the best work of investiga- 
tors in the various fields of psychiatric research in America, and at 
the same time present in abstract a view of what is being done 
elsewhere. 

The JouRNAL, with one exception the oldest medical periodical 
in the United States, is the property and the official organ of The 
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American Psychiatric Association, the oldest national medical as- 
sociation in this country. 
It is expected that the members of the Association will, in this 


new departure, give the JouRNAL their hearty and enthusiastic 
support. 


PorTRAIT OF PROFESSOR KRAEPELIN.—We are indebted to the 
Allgemeine Zeitschrift fiir Psychiatrie, 84 Vol., 1926, for the en- 
graved portrait of Professor Kraepelin accompanying the memorial 
to the deceased psychiatrist from the pen of Dr. Adolf Meyer, 
which appears in this number of the JouRNAL. 

The issue of the Zeitschrift from which this picture is taken was 
published as a Festschrift in honor of Professor Kraepelin’s 
seventieth birthday. 


= 


Association and bospital Motes and ews. 


THe AMERICAN PsycuHiatric 
ANNUAL MEETING.—The next meeting of The American Psychi- 
atric Association, the eighty-third, will be held at the Hotel Sinton, 
Cincinnati, Ohio, May 31 and June 1, 2 and 3, 1927, under the 
presidency of Dr. George M. Kline, of Boston, Mass. 

There will be a meeting of the Council of the Association at 
2 p. m. on Monday, May 30, at the hotel. 

The regular sessions of the meeting will open at 10 a. m., Tues- 
day, May 31. There will be addresses of welcome, reports of the 
committees on Program and Arrangements, as well as from the 
Council, the Secretary-Treasurer and the Editor of THE AMERI- 
CAN JOURNAL OF PSYCHIATRY. 

The president will appoint a Nominating Committee and after 
memorial exercises commemorative of deceased members will de- 
liver the Presidential Address. 

The afternoon session at 2 o'clock will be held in conjunction 
with the National Society for the Study of Epilepsy, and the papers 
to be presented will deal mainly with “ the Epilepsies.” 

The session of Wednesday, June 1, will open at loa. m. There 
will be reports from the Committees on Ethics, on Nursing, on 
Standards and Policies and from the Nominating Committee. 

The papers of the morning session will be mainly upon problems 
of hospital administration. 

At the afternoon session the Committees on Research and on 
Statistics will report and two or three papers will be presented upon 
subjects yet to be determined. 

In the evening the annual address will be delivered, to be followed 
by the President’s Reception. 

On Thursday at the morning session the Committees on Medical 
Services and on Publicity will report and the papers of this session 
will be devoted to clinical psychiatry. 

The afternoon session of Thursday will be in conjunction with 
the American Psychoanalytic Association, and the program will be 
largely furnished by that Association. 
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The report of the Committee on the Legal Aspects of Psychi- 
atry will be considered at this session. In the evening Round- 
Table Conferences will be held as follows: Psychopathology, 
Dr. C. Macfie Campbell, Moderator; Administration, Dr. Ross 
McC. Chapman, Moderator ; Occupational Therapy, Dr. Wm. Rush 
Dunton, Jr., Moderator; Clinical Psychiatry, Dr. H. Douglas 
Singer, Moderator. Other round tables can be arranged on request. 

On Friday, June 3, the last day of the meeting, the session will 
be held in conjunction with the American Psychopathological Asso- 
ciation, and it is expected that in the main the papers to be pre- 
sented will be from this organization. 

A preliminary list of those who are expected to read papers at 
this meeting includes the names of Drs. Herman Adler, Clarence 
Bonner, L. Vernon Briggs, A. A. Brill, Sanger Brown II, Henry A. 
Bunker, Jr., T. C. Cooper, R. R. Dieterle, William M. Dobson, 
Henry B. Elkind, Clifford B. Farr, Sandor Ferenzci, Ferraro, 
Walter B. Freeman, Bernard Glueck, Thomas J. Heldt, Samuel T. 
Orton, Wilder Penfield, Thomas W. Salmon, Harry S. Sullivan, 
John N. Thomas, William A. White, Leon Wilbur, and C. L. 
Wood. 

The Committee of Arrangements is busily engaged in prepar- 
ing for the meeting and for the comfort and entertainment of those 
who attend. 

The Hotel Sinton, which is to be the headquarters of the Asso- 
ciation, has a well established and enviable reputation. Its manage- 
ment is prepared to promote in every way the comfort and con- 
venience of those in attendance at the various sessions. The entire 
facilities of the hotel will be at the disposal, as far as necessary, of 
the officers and members of the Association. 

The Convention Hall, in which the sessions are to be held, is 
conveniently located on the first floor of the hotel. 

Fellows and members of the Association who expect to attend 
the meeting should read carefully the circular which will be mailed 
to all on the membership list, regarding reduced fares, and should 
make early arrangement at their local ticket offices so that when 
purchasing their tickets to Cincinnati there will be no difficulty in 
obtaining the certificate which will entitle them to purchase at 
Cincinnati a return ticket at half fare. It may be well to show the 
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circular to the local ticket agent as soon as convenient after its re- 
ceipt so that there may be no misunderstanding or delay when the 
tickets are purchased. 


List oF APPLICANTS FOR FELLOWSHIP OR MEMBERSHIP OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION, 1927 

Walter Bruetsch, M.D., Indianapolis, Ind. 

J. Ernest Fox, M. D., Lakeland, Ky. 

Daniel P. Griffin, M. D., Bridgeport, Conn. 

Coyt Ham, M.D., Columbia, S. C. 

Henry Harper Hart, M.D., Greenwich, Conn. 

Leo Kanner, M. D., Yankton, S. Dakota. 

Love E. Pennington, M. D., Logansport, Ind. 

Veronica M. Pennington, M. D., Logansport, Ind. 

Henry Cyril Schumacher, M. D., Cleveland, Ohio. 


ANNUAL MEETING OF THE NATIONAL ASSOCIATION FOR THE 
Stupy or Eprtepsy.—The National Association for the Study of 
Epilepsy will hold its next annual meeting at Cincinnati, Ohio, on 
May 30 and 31, 1927, immediately preceding and in joint ses- 
sion with The American Psychiatric Association. Papers will be 
read by Drs. Bass, of Texas; Syz, of Baltimore; Clark, of 
New York; Pollock and Davis, of Chicago; Shanahan, of Sonyea ; 
Notkin, of New York; Sharp, of Buffalo; Odell, of Clifton 
Springs, and others. 


ANNUAL MEETING OF THE AMERICAN ASSOCIATION FOR THE 
STUDY OF THE FEEBLE-MINDED.—This Association will meet in 
Cincinnati on June 4, 5, 6, 1927. Members of The American Psy- 
chiatric Association will find much of interest at this meeting, and 
it is probable that a number will remain in Cincinnati to attend its 
sessions. 
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Jn Memoriam. 


EMIL KRAEPELIN, M.D. 


With Kraepelin psychiatry has lost its most widely known figure. 
During the last 25 years, no worker in psychiatry could have re- 
mained without at least a terminological impress from Kraepelin. 
Through him, diagnosis in psychiatry had become more than de- 
scription. It committed the physician to certain implications, no 
doubt oversimplified in the minds of many, but definite and impor- 
tant implications of prognosis. Kraepelin himself demanded a 
definition of entities of definite cause, course and outcome, or at 
least groups of cases of a certain intrinsic unity, course and out- 
come. The psychiatric world in its broadest scope knew Kraepelin 
mainly for his distinction of manic-depressive psychoses and de- 
mentia pracox. 

To a narrower group of workers in psychiatry Kraepelin meant 
more than a diagnostician. Indeed, just as diagnostician he was 
not generally considered to be the safest guide. His paresis diag- 
noses (before the serological definition of paresis) were too fre- 
quent ; his zeal in the diagnosis of dementia przecox led him and 
his pupils far beyond the justified limits. But it was the unflinch- 
ingly psychiatric orientation of the man that impressed and at- 
tracted physicians and students. 

Kraepelin is one of the few who entered psychiatry with un- 
swerving determination and not by accident. Born in 1856, he 
entered upon the study of medicine in 1874, from the start with 
the goal of becoming a psychiatrist. The psychiatric courses of 
Rinecker in Wirzburg attracted him even in his preclinical studies, 
and in his third medical year he already started work on the influence 
of acute diseases upon the origin of mental disorders—a topic 
which in 1887 produced his first and only strictly monographic 
piece of work, published in the Archiv ftir Psychiatrie. Wundt’s 
fame attracted him to Leipzig for a summer course in psychology 
in 1877, and he returned to Wiirzburg as assistant in Rinecker’s 
clinic while still a medical student. 
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When in 1879 Forel left the Munich Clinic to take the chair 
of psychiatry at Zurich, Kraepelin took his place as assistant to 
von Gudden, who was a remarkable personality, a distinguished 
investigator in experimental anatomy of the brain, and a level- 
headed and frank agnostic in psychiatric nosology, not ignorant 
and not indifferent but ready to say “I don’t know” when the 
facts seemed to demand it. Forel in this respect always remained 
true to von Gudden’s spirit; but Kraepelin was destined to aspire 
to a different course. In 1882, to be near Wundt, he went to 
Leipzig as first assistant of Flechsig, who, without any training in 
psychiatry, had been made director of a neuropsychiatric clinic 
because of his work on myelinization in Ludwig’s laboratory. The 
psychiatrist and the anatomist clashed. Kraepelin resigned after 
a few months and turned whole-heartedly to Wundt and to his 
experimental work on the effects of drugs. He also wrote, in 
1883, the first edition of his compend of psychiatry, destined to 
reach in the eighth edition the biggest scope of any treatment of 
psychiatry by any one writer. He returned to Munich, and in 1884 
became first assistant in a non-academic institution at Leubus, in 
order to be enabled to get married, and in 1885 he was given the 
directorship of the psychiatric hospital at Dresden, only to be 
called to Dorpat in Russia in 1886, to the professorship of psy- 
chiatry, when he was 30 years old. Together with his wife, he 
organized the practical aspects of his new clinic, and with a group 
of co-workers he established his psychological laboratory and won 
a reputation which happily led to his call to Fiirstner’s place in 
Heidelberg in 1890, just before the Russification of Dorpat. When 
in 1888, I had my first instruction in psychiatry with Forel, we 
were told of Krafft-Ebing’s book as clinically interesting, but of 
Kraepelin’s third edition (written in Dorpat, 1887) as the psycho- 
logically best-founded introduction to the field. By the time I 
started work at Kankakee in 1893 I found stimulating help in 
the fourth edition published from the Heidelberg Clinic in 1891 ; and 
by 1895, when 1 was asked by Lindley (now Chancellor of the 
University of Kansas), one of my first hearers at Clark University 
and the Worcester Hospital clinics, where in Europe he had best 
continue his work in psychology, I had no hesitation in urging 


him to get work in Kraepelin’s psychological laboratory in 
Heidelberg. 
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Kraepelin represented more than mere Wundtian psychology. 
He had worked out the method of “ continued work,” the utiliza- 
tion of the work-curve for the study of fatigue, of sleep, and of 
the effects of practice, of alcohol, of drugs. It is difficult to realize 
to-day what a relief it was to see a frankly functional principle stand 
before us in a field which had so far been either largely speculative 
or devoted to Weber’s law and, we might say, to microscopic 
interests with ultra-accurate reaction-time methods. The method 
of continued additions, and the ergograph work, the technique 
utilized in Hoch and Kraepelin’s study of the effect of tea, ap- 
peared like a big step towards reality, towards what occupied one 
in the observation of patients. I realized that the clinical aspects 
too were receiving a new impetus. Ziehen’s Psychiatrie, published 
in 1894, was met by Kraepelin with a vigorous reaction and a 
promise to reply with a new book; and it was my good fortune, 
owing to the liberality of Dr. H. M. Quinby and the trustees of 
the then “ Worcester Lunatic Hospital,” to be in Heidelberg for 
six weeks at the time when that book appeared in the fifth edition 
of the Psychiatrie, no longer a Kompendium, but the greatest 
challenge that had ever come to psychiatry in the form of a text. 

The Heidelberg Clinic at that time was the center of work on 
“processes.” The psychological experiment and the clinic alike 
dealt with processes, 7. e., specific modifications of structure and 
function, that might be underlying specific diseases. The static, 
purely descriptive period had come to an end. This is what at- 
tracted me. At the same time, the shape it took rather startled me. 
To find the thyroid disorders, paresis and the conditions terminating 
in “ terminal dementia ” all thrown together into a group of “ metab- 
olism disorders ” was a pretty big dose to swallow, and to see the 
attack psychoses, mania and melancholia (apart from the involution 
depressions ) dogmatically stamped as one group of periodic and cir- 
cular disorders, non-deteriorating and rarely appearing but once ina 
lifetime, was another startling condensation. The favorable prog- 
nostic coloring of these attacks, even after continental psychiatry 
had become accustomed for a decade before Kraepelin to single out 
the less favorable confusions and delusional types now to be thrown 
together with dementia przcox, was not so clear either, to one 
coming from a large state hospital with the inevitable presence 
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of some chronic circular cases. Furthermore, to find the constitu- 
tional background minimized if not wholly ignored, and even the 
“ degenerative ’ character of the deteriorations, still upheld in the 
fourth (1891) edition, replaced by a “ metabolism disorder ” that 
anybody might get, never could convince me. With all my ad- 
miration and appreciation, I figured to some extent as a doubting 
Thomas when I left Heidelberg and published my review of the 
fifth edition in THE AMERICAN JOURNAL OF INSANITY, Vol. 53, 
1896-7, pp. 298-302. Nevertheless the Worcester State Hospital was 
probably the first hospital outside of Heidelberg to use the acceptable 
principles of Kraepelin’s nosology in a mitigated form in its statis- 
tical accounts, from 1896 on. 

What I always missed in the Heidelberg School was the publi- 
cation of the casuistic material in monographic form. Kraepelin’s 
chapters were monographs on his concepts, but not monographs 
on cases offered in toto. The monograph of Dreyfuss demolishing 
the melancholia picture (in the sense of involution melancholia) 
is one of the very few exceptions and even that a presentation 
leaving one in doubt as to whether the statement was altogether 
free of bias. 

In the meantime Kraepelin’s genius showed in another direction, 
viz., a determined fortifying of his position by attracting Nissl 
and Alzheimer to his group. What Kraepelin had done in the 
psychological laboratory, Nissl had pursued in the histological 
work: the experimental study of the effects of poisons with his 
cell-stain, unfortunately brought to a standstill (after the descrip- 
tion of a number of cell changes found experimentally and others 
in the autopsies of the clinical material) because, on the one hand, 
of Nissl’s new fascination for the fibril-methods and his “ diffuse 
gray,’ and the apparently fundamental harvest in his establishing 
histologically the “ paresis process ” together with Alzheimer. The 
observation of the characteristic, if not altogether specific, plasma 
cell infiltration and the spinal fluid studies and Alzheimer’s re- 
markably clear pictures of the entire process reinforced Kraepelin’s 
use of paresis as the very paradigma of a disease entity. Dementia 
precox never was, however, morphologically defined to the same 
extent. It received just enough of a histological background in 
Sioli’s work and some contributions of Alzheimer to Kraepelin’s 
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text to fortify that persistent but after all not probable claim of 
some kind of a nosological parallelism between general paresis and 
dementia precox, and with it the demand for specific anatomical 
“ processes.” 

Kraepelin’s promotion to the directorship of the Munich Clinic 
led to the necessity of facing a new type of clinical material, viz., 
that brought in by a large city, the psychoneurotic material consti- 
tuting the fourth volume of Kraepelin’s eighth edition (1915). The 
chief attention on the part of the outside world was, however, ab- 
sorbed by that further extension of Kraepelin’s ideal in the direction 
of a large research institute, to which he was able to draw stars of 
the first magnitude—Alzheimer followed him; Nissl joined them 
again, although only to succumb to an early death; Brodmann, a 
pupil of Vogt, was attracted from Tiibingen as the outstanding mas- 
ter of the cortex-map, but he also only to die, of septicaemia; Riidin 
began his monumental collection of material for heredity study ; 
Isserlin maintained the dignity of the psychological laboratory with 
his association studies; Plaut developed the serological work in 
syphilis; and Allers and later Wuth laid the foundations for the 
chemical studies. As his last big contribution Kraepelin aimed to 
add a valuable by-product of his love for travel, his comparative psy- 
chiatry. In all these developments, Kraepelin was fortunate to get 
the financial support of an American patient without whose assis- 
tance many steps of the great development would have been impos- 
sible. The broadening of Kraepelin’s viewpoint shown in his 
“Erscheinungsformen des Irreseins ” (Ztschr. f. d. ges. Neur. u. 
Psychiat., 62, 1, 1920) softened the extreme contrasts between 
nosological rigidity and the freedom of the reaction-type psychiatry 
without any great influence upon those who had once for all ac- 
cepted the original simplification of diagnosis by classification. 

The personality of Kraepelin appears more or less lost in this 
sketch of the career of the psychiatry connected with his name. 
His life and his work indeed were one. When he accepted the 
call to the new Munich Clinic nearly completed by Professor 
Bumm, he made it a condition that he be given an official residence 
attached to the clinic. In no other way could he have achieved the 
work he mastered. 
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A man of untiring energy, of very determined working habits 
and determined methods of self-protection; Kraepelin never al- 
lowed himself to be deflected from his sphere and goal by outside 
considerations. He rarely entered into polemic discussions with 
his contemporaries, nor did he give them much consideration in 
his writings unless they happened to furnish corroborative ma- 
terial. In this respect he treated them as he treated himself. Every 
edition of his work is to an unusual extent like the work of another 
man, with scant accounting for the changes. Things were just so 
in 1896, in 1899, in 1904 and in 1915 or 1920—new declarations 
without any concern for equally sure declarations made before. 

Kraepelin was outside of the group that decided the choice of 
men for the academic vacancies and professorships of Germany 
or neighboring countries. Aschaffenburg in Koln is the one 
Kraepelinian placed as a Kraepelin pupil. Gaupp of Tubingen is 
fully as much a Wernicke pupil. Alzheimer was chosen for Breslau 
because he was Alzheimer. On his resignation from the director- 
ship of the clinic, Kraepelin and his immediate associates in 
Munich were replaced by Bumke and his group, and it was natural 
that the continuity of the work of the Kraepelin group should 
have to come to depend on the continuity of the Forschungsanstalt 
which was fortunately saved through a donation from the Rocke- 
feller Board. The wider influence of Kraepelin’s doctrine was 
stronger than that of his personality. Even in his anti-alcoholic 
propaganda he worked rather single-handedly. In his political ac- 
tivity during and after the war he was an ardent nationalist. 

His share in the medico-legal movements was that of outlining 
a very advanced program when still a very young man, in 1880, 
in a noteworthy plea for “the abolition of fixed terms of punish- 
ment.” In Kraepelin’s hand, the psychological laboratory never 
attained the vital connection with the clinic one had a right to 
expect at first; the intelligence-test wave and the “ Thatbestand 
Diagnostik ” outflanked him, and the lack of interest and capacity 
for a utilization of the “ content” of the psychoses made him and 
his pupils miss a point of general interest in the association studies. 
A study of word-formations in dreams (Psychologische Arbeiten, 
Vol. V, I, 1910) was completely overshadowed by the wave of 
dream-mythology with which Freud captured the world and to 
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which Kraepelin devoted but a few condemnatory pages out of 
the 2372 pages of the last edition of his work. Kraepelin was 
too sincere to be unduly captivated by any endocrinological prom- 
ises. The strong impression left with the world was the dich- 
otomy of psychiatric diagnosis according to the outcome. Even 
there it was not a utilization of a fundamental principle, that of 
studving complete developments, which might have suggested 
itself so strongly with dementia precox as a disease entity. His 
steadfast Wundtian attitude and his temperament made him miss, 
and shrink from, the really dynamic aspect of the dementia precox 
concept. His remarkable system of collecting the statistical essen- 
tials from the case records favored his being the last big creator 
of entities by classification. 

Kraepelin was twice in this country, in 1908 in consultation with 
Dr. August Hoch and again two years ago on a trip devoted in part 
to a study of the Indians and negroes and their relation to paresis. 
It was a real pleasure to have him visit us in his most genial spirit 
and in an attitude of warm appreciation of what he saw, and with 
a capacity of work during his studies at the Government Hospital 
in Washington that would have done honor to a man 30 or 
40 years younger. To hear Kraepelin and Dr. William H. 
Welch exchange reminiscences of their Leipzig days gave us a 
picture of a remarkable phase of medical history in the making. 
A little over a year later Kraepelin succumbed to a gastro-intestinal 
disorder which brought out an unsuspected myocardial insuffi- 
ciency related to coronary arteriosclerosis, with a clear realization 
of the approach of the end. In plain sight of death, which occurred 
October 7, 1926, he sent a last appeal for support of his Forsch- 
ungsanstalt to the Rockefeller Board and it must be a satisfac- 
tion to all Americans that his last wish was granted. Kraepelin 
had hoped to spend part of his seventy-first year in India in the 
pursuit of comparative psychiatry. May his staunch devotion to the 
cause be an ever impressive example to the many workers he 
stimulated. 

On his seventieth birthday two large volumes of the two prin- 
cipal psychiatric journals of Germany came out as Festschrift, the 
biggest tribute ever paid to a psychiatrist. The Forschungsanstalt 
will be the lastingly active and productive monument. May it 
prosper! 

ADOLF MEYER, 
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SIR FREDERICK W. MOTT, K. B. E., LL. D., Eptn. (Hown.), 
M.D. F.R.C. P., F.R.3. 


When the death of Sir Frederick Mott was announced in the 


issue of the JouRNAL for July, 1926, we promised a sketch of his 
career in a future number of the JouRNAL. 

We feel that we can fulfill this promise in no better way than 
by copying from the Journal of Mental Science of July last an 
address delivered by Prof. E. H. Starling, C. M.G., D. Se., M. D., 
F.R.C. P., F.R.S., at the memorial service to Sir Frederick, 


held in the Church of St. Martin-in-the-Fields, Charing Cross, 
London. 


Professor Starling said: 


We mourn to-day the loss of a great leader in science and medicine, but 
we rejoice at the same time in the work that he has accomplished for 
science and for mankind; and it seems fitting that in this our service of 
commemoration we should call to mind the achievements which have not only 
raised him to be foremost among neurologists, but have put all humanity 
in his debt. Sir Frederick Mott was one of the select few who receive 
early their call to service in the temple of science, and who, responding to 
the call, are willing to sacrifice all in the pursuit of knowledge and in the 
fight against the ignorance and impotence which keep our world in bondage. 

Mott took up research as the serious business of his life as soon as he 
had completed his medical studies at University College, London, in 1881, 
and became at once associated with a small band of workers, among whom 
were Horsley, Schafer and Beevor, who were actively engaged in elucidating 
by the experimental method the functions of the brain. The researches of 
these men were advancing our knowledge so rapidly that at that time 
neurology seemed to be a specially English science. It was probably the 
influence of these early associations that aroused in Mott his keen interest 
in the mode of working of the central nervous system and determined the 
direction of his life’s work. 

In 1883 Mott was appointed Assistant Professor of Physiology at Liver- 
pool, but returned to London in the following year as Lecturer on Physiology 
at Charing Cross Hospital Medical School, a post which he held—later 
in conjunction with a position on the medical staff—until 1899. During 
this period he had to superintend the building and organization of the 
new laboratories in Chandos Street, but his duties as teacher, as organizer 
of courses, and later in charge of patients, were not allowed to interfere 
with the main work of his life, namely, the investigation of the functions 
of the central nervous system. During these years his most important 
contribution related to the functions of the parts of the brain concerned 
with vision, and this subject continued to occupy his attention up to the 
end of his life, and to undergo at his hands continuous development. The 
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localization of the sense of vision in the brain necessarily led on to the 
consideration of the parts of the brain involved in the higher visual proc- 
esses, and the association of these with the impressions from other sense- 
organs and with the motor reactions which ensued. He was one of the 
first to appreciate the great part which has been taken in the evolution of 
the human brain and of the intellectual powers of man by the development 
of binocular vision, and the correlation between vision and the movements 
of the hands which became possible when the forelimbs were no longer 
required for locomotion. Throughout this early work we see a gradual 
turning of Mott’s attention and interest from the lower to the higher func- 
tions of the brain, and an increasing preoccupation with the brain as the 
organ of mind and with the dependence of the higher mental processes on 
the structural and functional conditions of the brain itself. His growing 
interest in disordered conditions of mind was probably stimulated by his 
appointment as physician at Charing Cross Hospital, and the opportunities 
he thus obtained of observing different forms of mental disturbance—the 
temporary condition of insanity due to poisons, such as alcohol, those which 
are certainly due to infection, and the more lasting conditions which may 
find their way into a general hospital before being hidden away in an 
asylum. Thus, when the London County Council, in 1895, created the post 
of Pathologist to all the asylums under their charge and built a laboratory 
at Claybury in which this work might be carried out, Mott was the one 
man in England fitted by training, temperament and achievement for the 
post, and when the place was offered to him he accepted it joyfully, even 
though it involved material sacrifice and the acquiescence in many condi- 
tions which seemed irksome. But to him it was the opportunity he desired, 
since it enabled him in future to devote the whole of his attention to the 
investigation of the causes of insanity. The main questions 'which he had to 
study had long been'in his mind: What parts in the production of this 
disorder were played respectively by heredity and by environment, or, as 
he generally chose to say, by nature and by nurture? What forms were 
due to infection? What to poisons introduced from without or produced 
in the body itself as the result of disordered function of its various organs, 
especially those concerned with internal secretion? And finally, what forms 
had their origin in faulty development? In this way he might learn what 
kinds of insanity were preventable and what could be cured, while light 
might be thrown on methods of treatment of every type, whether prevent- 
able or unavoidable. 

The record of Mott’s chief work for more than a quarter of a century, 
together with that of the younger men working under his inspiration, is in 
the Archives of Neurology. Much of the research carried out, first at Clay- 
bury, and later in the laboratory of the Maudsley Hospital for Mental 
Diseases at Denmark Hill, lays the foundation on which other workers must 
build. I would here only summarize briefly those researches which form 
notable achievements in the science of medicine and permanent gains to 
our powers of control of mental disorders. 
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The first, and probably greatest, of these was the definite proof that 
general paralysis of the insane was due to infection and was part of a 
general disease, and had nothing to do with nervous inheritance or with the 
strains and stresses of an over-active life. In this way was removed the 
desirability previously attaching to descendants of a general paralytic, and 
the disease itself entered into the domain of those which are preventable, 
and possibly, with further research, susceptible of cure. For this disease, 
as for another—locomotor ataxy—infective origin had already been guessed, 
but it was Mott’s merit to have for the first time put the matter beyond 
further question. 

Another subject which was forced on his attention in consequence of 
his close association with the work of the asylums was the prevalence of 
what was known as “asylum dysentery.” Investigations on this disease 
carried out under Mott’s direction convinced him that it was not a necessary 
condition of asylum life, but was due to the neglect—sometimes unavoidable— 
of precautions which should be taken in dealing with any case of infective 
diseases. He pointed out that the conditions of its spread were identical 
with those of typhoid, and the introduction of the measures suggested by 
him led at once to a marked diminution of the prevalence of this disorder. 

The outbreak of the war brought a further problem for solution, namely, 
that of shell-shock, and patients suffering from this disorder were collected 
under Mott’s care, so that he had the fullest opportunity for their investiga- 
tion. A careful study, pathological and clinical, enabled him to divide the 
cases into two categories—those in which there was an actual mechanical 
injury due to the physical effects of an explosion, and those in which the 
cause of the disorder lay on the psychical or emotional plane, and the disease 
represented a functional breakdown of a nervous system not sufficiently 
stable or healthy to withstand the stresses and strains to which men were 
subjected in the perils of the trenches. This delimitation of the causes of 
shell-shock rendered it possible to decide not only as to the prognosis of any 
given case, but also as to the best methods of treatment. 

Since the war Mott’s chief attention had been given to the question of 
the insanity of youth, known as dementia precox. In his masterly papers on 
this subject he has shown beyond cavil that we are dealing here with a 
disorder of development, in which that great source of the chemical factors 
influencing development, namely, the sexual glands, and the highest and most 
lately developed parts of the brain undergo simultaneous retrogression and 
decay. 

Time does not allow me to deal adequately with many of Mott's other 
activities, both within and outside his work. I would only mention his mas- 
terly analysis of the part played by alcohol in the causation of insanity, his 
examination of the influence of the internal secretions on the development 
of the mental functions, his advocacy of mental hospitals for the treatment of 
early cases of disordered mind, his interest in eugenics and the reduction of 
feeble-minded stocks. Inspired by his keen interest in music, he made 
notable contributions to the physiology of speech and song, and the value 
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of this work to musicians was signalized by his election as President of 
the Society of English Singers. 

Nor have I said anything of the man himself. His personality is too 
fresh in our minds to need calling to remembrance, but his scientific achieve- 
ments would have been impossible but for certain qualities inherent in his 
character. Single-hearted in his search after knowledge and in his devotion 
to science, he was free from that prejudice and that type of vanity which 
makes a man adhere to some view he has previously associated with himself. 
It is natural, therefore, that his advice, not only on questions connected with 
the central nervous system, but on all points of difficulty, scientific and other- 
wise, was greatly sought by his colleagues. There was no man freer from 
envy or fuller of generous admiration for the work of other men. So 
our prevailing feeling to-day must be thankfulness for his life and his 
work, and though we regret our loss, we must not sorrow overmuch that 
he has laid down his task and secured rest from his labors while in the 
plenitude of his powers and with his mental vision still undimmed, at a 
moment when the main objects which he had set himself to carry out were 
in full course of accomplishment. 
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Apter, Dr. AtFrep, of Vienna, lectured at a joint meeting of the Illinois Society for 
Mental Hygiene and the Chicago Association for Child Study and Parental 
Education held February 15, 1927. 

ALLEXSANT, Dr. WivLttam J., appointed Medical Interne at Gowanda State Homeopathic 
Hospital at Helmuth, N. Y., July 16, 1926. 

Ancett, James R., President of Yale University was reelected Vice-President of the 
National Committee for Mental Hygiene at the annual meeting, November 11, 1926. 

Asumore, Dr. Buett L., Pathologist of Grafton State Hospital at North Grafton, Mass., 
spoke at a meeting of the New England Society of Psychiatry held at the hospital 
October 6, 1926. 

Atuerton, Dr. Cresson C., formerly on the Staff of the Kankakee State Hospital, at 
Kankakee, Ill., appointed Superintendent of Wisconsin Memorial Hospital at 
Mendota. 

Backer, Dr. Danier R., appointed Medical Interne at Kings Park State Hospital at 
Kings Park, N. Y., July 2, 1926. 

Batpwin, Dr. Louis Benepict, formerly Superintendent of State Hospital for the 
Insane, at Jamestown, N. D., and other institutions, died October 24, 1926, aged 53, 
of essential hypertension and renal insufficiency. 

Beturncer, Dr. Crarence H., appointed Director of Clinical Psychiatry at Utica State 
Hospital at Utica, N. Y., July 1, 1926. 

Buack, Dr. Neri D., appointed Assistant Physician at Marcy Division of Utica State 
Hospital at Utica, N. Y., July 1, 1926. 

Buiatspett, Dr. Russert E., First Assistant Physician at Kings Park State Hospital 
at Kings Park, N. Y., appointed Acting Superintendent. 

Bianton, Dr. Smitey, Director Child Guidance Clinic at Minneapolis, Minn., 
addressed the Illinois Society for Mental Hygiene, December 14, 1926, on Speech 
and the Emotional Life. Dr. Blanton has been appointed the first professor of 
child study at Vassar College. 

BioomFIeLp, Dr. MaxweE tu I., appointed Medical Interne at Manhattan State Hospital 
at Wards Island, N. Y., September 21, 1926. 

Bower, Dr. Georce C., Assistant Physician at Willard State Hospital at Willard, N. Y., 
promoted to Pathologist, Senior Assistant grade, August 9, 1926. 

Bruce, Dr. Hortense V., appointed Assistant Physician at Utica State Hospital at 
Utica, N. Y., July 15, 1926. 

Bruck, Dr. Micwaet, Assistant Physician at Manhattan State Hospital at Wards Island, 
N. Y., resigned August 26, 1926. 

Breusu, Dr. Epwarp N., President of the Mental Hygiene Society of Maryland, 
declined reelection. 

Brusn, Dr. Natuanitet H., addressed the Santa Barbara County Medical Society 
August 9, 1926, on Treatment of Delirium Tremens. 

Busuonc, Dr. Roy E., on completion of his training in extramural psychiatry with 
the National Committee for Mental Hygiene, was appointed Director of the Mental 
Hygiene Clinic of Milwaukee County, Wisconsin. 

Byrne, Dr. Joun B., Jr., appointed a member of the Board of Managers of Brooklyn 
State Hospital, at Brooklyn, N. Y. 

CampBELL, Dr. Cuartes Macriz, Professor of Psychiatry at Harvard College has been 
elected President of the Massachusetts Society for Mental Hygiene. He also spoke 
at a Symposium on Practical Aspects of Psychiatry held at the New York Academy 
of Medicine, February 17, 1927, his subject being Some Practical Aspects of Mental 
Hygiene. 
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CamPBELL, Dr. GeorceE B., First Assistant Physician at Utica State Hospital at Utica, 
N. Y., retired November 1, 1926, after 34 years of hospital service. 

Carmicnact, Dr. Francis A., Superintendent of Osawatomie State Hospital at Osawa- 
tomie, Kansas, elected Vice-President of Missouri-Kansas Neuropsychiatric Society, 
December 8, 1926. 

Cecit, Dr. James J., appointed Medical Interne at Manhattan State Hospital at Wards 
Island, N. Y., July 1, 1926. 

Cueney, Dr. Mary J., Assistant Physician at St. Lawrence State Hospital at Ogdens- 
burg, N. Y., resigned September 14, 1926. 

Curistianson, Dr. Burpette, Medical Interne at Manhattan State Hospital at Wards 
Island, N. Y., resigned September 9, 1926. 

Cuurcn, Dr. Reynotp E., appointed Medical Interne at Utica State Hospital at 
Utica, N. Y., July 1, 1926. 

Crarx, Dr. Cuartes HERMAN, Superintendent of Lima State Hospital at Lima, Ohio, 
died November 15, 1926, of chronic nephritis, aged 59. 

Covcn, Dr. Aaron J., appointed Medical Interne at Kings Park State Hospital at 
Kings Park, N. Y., September 10, 1926. 

Crimmins, Dr. Firorence M., Medical Interne at Utica State Hospital at Utica, N. Y., 
resigned July 6, 1926. 

Critrenpon, Dr. Samuet W., Medical Officer in Charge of U S. Veterans Hospital at 
West Roxbury, Mass., appointed Attending Specialist at U. S. Veterans Bureau, 
Out Patient, Boston, Mass., July 1, 1926. 

Dawes, Dr. Spencer L., Medical Examiner of New York State Hospital Commission, 
addressed the Medical Society of the County of Kings, October 19, 1926, on 
Immigration and Insanity. 

pe Berry, Dr. Exrett, Assistant Physician at Sheppard and Enoch Pratt Hospital at 
Towson, Md., awarded a fellowship for training in extramural psychiatry by the 
National Committee for Mental Hygiene. 

DeerHakeE, Dr. W. A., formerly of Wisconsin State Hospital for Insane at Mendota, 
appointed Superintendent of Central State Hospital for Insane at Waupun, Wis. 

Dersy, Dr. Irvinc M., appointed Medical Interne at Brooklyn State Hospital at 
Brooklyn, N. Y., August 16, 1926. 

Dercum, Dr. Francis X., was tendered a birthday dinner by his friends and associates 
on December 11, 1926. Dr Charles W. Burr was toastmaster and Dr. Theodore H. 
Weisenburg chairman of the committee of arrangements. 

Dritton, Dr. Mary Aten, Assistant Physician at St. Lawrence State Hospital at 
Ogdensburg, N. Y., resigned August 31, 1926. 

Dotan, Dr. Emmet C., appointed Medical Interne at Manhattan State Hospital at 
Wards Island, N. Y., July 1, 1926. 

Dworzan, Dr. Herman, Assistant Physician at Manhattan State Hospital at Wards 
Island, N. Y., resigned September 1, 1926. 

Ecx, Dr. Wa ter E., Dentist at St. Lawrence State Hospital at Ogdensburg, N. Y., 
resigned August 31, 1926, to enter private practice. 

Emerson, Dr. Cuarves P., was reelected President of the National Committee for 
Mental Hygiene at the annual meeting, November 11, 1926. 

Fatson, Dr. Wi1LL1am WILLIAMS, Superintendent of State Hospital at Goldsboro, N. C., 
died October 22, 1926, of cerebral hemorrhage, aged 72. 

FarRINGTON, Miss Jennie E., Principal of Binghamton State Hospital School of 
Nursing, died August 17, 1926, after an illness of three weeks. 

Fercuson, Dr. R. E., appointed Assistant Superintendent at Woodson Sanitarium at 
St. Joseph, Mo. 

FLetcuer, Dr. CHRISTOPHER, appointed Acting Superintendent of Buffalo State Hospital 
at Buffalo, N. Y., July 1, 1926. 

Frrepensurc, Dr. Harry, appointed Medical Interne at Binghamton State Hospital 
at Binghamton, N. Y., September 1, 1926. 

GaraFaLo, Dr. MicHAEL, appointed Medical Interne at Brooklyn State Hospital at 
Brooklyn, N. Y., July 2, 1926. 

Grsson, Dr. Epwarp T., elected Secretary of Missouri-Kansas Neuropsychiatric Society, 
December 8, 1926. 
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Gorpon, Dr. AtFrep, Neurologist at Northwestern General Hospital at Philadelphia, Pa., 
delivered an address at the unveiling of a memorial tablet, November 17, 1926, to 
Dr. James Thompson Schell, the founder of the hospital. 

GreNIER, Dr. Rosarre, Medical Interne at Hudson River State Hospital at Pough- 
keepsie, N. Y., resigned July 1, 1926. 

Hancxer, Dr. Witti1am H., Medical Superintendent of Delaware State Hospital at 
Farnhurst, appointed Superintendent Emeritus April 1, 1926. 

Harrison, Dr. Danier A., Superintendent of Breezehurst Terrace at Whitestone, 
N. Y., died January 6, 1927, aged 74. 

Hickey, Dr. R. A., appointed Dental Interne at Central Islip State Hospital at 
Central Islip, N. Y., August 6, 1926. 

Hitcnucocx, Dr. CHartes WELLMAN, Emeritus Professor of Neurology and Psychiatry 
at Detroit College of Medicine and Surgery, died November, 1926, aged 68. 
Hooper, Dr. Emmett L., Assistant Physician at Athens State Hospital for the Insane 
at Athens, Ohio, appointed Superintendent of Orient Branch of the Institution for 

the Feebleminded at Orient, Ohio. 

Howarp, Dr. Merve Q., Assistant Physician at The Milwaukee Sanitarium at Wauwa- 
tosa, Wis., addressed the Medical Society of Milwaukee County, January 14, 1927, 
on Personality Disorders a Forerunner of Nervous and Mental! Diseases. 

Hucues, Mr. Jonn Quincy, Foreman of the Printing Department, the State Hospitals 
Press, of Utica State Hospital at Utica, N. Y., since 1892, retired December 1, 
1926, after a continuous service of more than 34 years. 

Jaccer, Dr. A. W., appointed Associate Assistant Physician at Breezehurst Terrace 
Sanitarium, at Whitestone, N. Y. 

Jounpott, Dr. Harry, Medical Interne at Brooklyn State Hospital at Brooklyn, N. Y., 
transferred to the Creedmoor Division July 1, 1926. 

Jounston, Dr. W. Ceci, appointed Assistant Physician at Rochester State Hospital 
at Rochester, N. Y., August 25, 1926. 

Jones, Dr. Bertranp L., Attending Neurologist at Harper Hospital at Detroit, Mich., 
was drowned in Lake Erie, July 19, 1926, aged 48. 

KaurmMan, Dr. S. Ratpu, Medical Interne at Manhattan State Hospital at Wards 
Island, N. Y., resigned September 1, 1926. 

Kenpe, Dr. T. Norsert, Assistant Physician at Manhattan State Hospital at Wards 
Island, N. Y., resigned August 27, 1926. 

Kenwortny, Dr. Marion, Director of Institute for Child Guidance, spoke at a 
symposium on Practical Aspects of Psychiatry held at the New York Academy of 
Medicine, February 17, 1925, her subject being Preventive Psychiatry in Childhood. 

Krmserty, Dr. Cuarves, Assistant Physician at Manhattan State Hospital at Wards 
Island, N. Y., resigned July 1, 1926. 

Lancsam, Dr. WILLIAM, appointed Medical Interne at Kings Park State Hospital at 
Kings Park, N. Y., July 2, 1926, and resigned July 9, 1926. 

LAWRENCE, BisHop WILLIAM, was elected Vice-President of the National Committee for 
Mental Hygiene at the annual meeting, November 11, 1926. 

Levy, Dr. Joun, appointed Assistant Physician at Manhattan State Hospital at Wards 
Island, N. Y., September 23, 1926. 

Licut, Dr. Atvin Lucien, formerly on the staff of St. Elizabeth’s Hospital at Wash- 
ington, D. C., died August 15, 1926, of heart disease, aged 53. 

Linvitte, Dr. W. C., First Assistant Physician at State Hospital at Goldsboro, N. C., 
appointed Superintendent. 


Matone, Dr. Litiian, appointed Assistant Physician, Norristown, Pa., State Hospital, 
January, 1927. 


Mayer, Dr. Freperick, appointed Assistant Physician at Manhattan Hospital at Wards 
Island, N. Y., August 16, 1926. 


MENNINGER, Dr. Kart A., elected President of the Missouri-Kansas Neuropsychiatric 
Society which was organized December 8, 1926. 
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Meyer, Dr. Avorr, Director of Henry Phipps Psychiatric Clinic at Baltimore, Md., 
elected President of Mental Hygiene Society of Maryland. He also read a paper 
on Formulation of the Psychiatric Case to the Nurse, to the Family, to the 
Consultant, and to the Patient at a joint meeting of the Washington Society for 
Nervous and Mental Diseases with the Maryland Psychiatric Society, held at 
Sheppard and Enoch Pratt Hospital, Towson, Md., October 21, 1926. 

MonTeLeone, Dr. CoNSTANTINE, appointed Medical Interne at Brooklyn State Hospital 
at Brooklyn, N. Y., July 2, 1926. 

Morpnuy, Dr. Apranam N., appointed Medical Interne at St. Lawrence State Hospital 
at Ogdensburg, N. Y., July 1, 1926. 

Murvocn, Dr. Donatp J., appointed Medical Interne at St. Lawrence State Hospital 
at Ogdensburg, N. Y., July 1, 1926. 

Musa, Dr. A. B., appointed Assistant Physician Norristown, Pa., State Hospital, 

January, 1927. 


Myerson, Dr. ABRAHAM, was elected President of the Massachusetts Psychiatric Society 
October 21, 1926. 

Natu, Dr. Norris, reappointed Assistant Physician at Middletown State Homeopathic 
Hospital at Middletown, N. Y., August 29, 1926. 

Open, Dr. Joun W., appointed Superintendent of Georgia Training School for Mental 
Defectives, at Gracewood. 

OveRHOLSER, Dr. WINFRED, Director of the Division for the Examination of Prisoners, 
Boston, Mass., spoke at a meeting of the New England Society of Psychiatry held 
October 6, 1926, at Grafton State Hospital, and also elected Secretary-Treasurer 
of the Massachusetts Psychiatric Society October 21, 1926. 

Pater, Dr. Leo J., Psychiatrist at Institution for Defective Delinquents at Napanoch, 
N. Y., appointed Superintendent of New York Reformatory for Women at Bedford 
Hills, N. Y. 

Patterson, Dr. Resecca M., appointed Assistant Physician Norristown, Pa., State 

Hospital, January, 1927. 

Patterson, Dr. W. L., Assistant Superintendent of Fergus Falls State Hospital at 
Fergus Falls, Minn., promoted to Superintendent. 

Pease, Dr. ArtHuR W., appointed Medical Interne at Binghamton State Hospital at 
Binghamton, N. Y., August 9, 1926. 

Peterson, Dr. CHarces H., appointed Medical Interne at Binghamton State Hospital 
at Binghamton, N. Y., July 1, 1926, and resigned September 30, 1926. 

Prerson, Dr. Hetena B., Assistant Physician at Central Islip State Hospital at Central 
Islip, N. Y., resigned August 31, 1926, to accept a position in the State Education 
Department. 

Pissoort, Dr. ELIZABETH, appointed Medical Interne at Manhattan State Hospital at 
Wards Island, N. Y., September 15, 1926. 

Popvatt, Dr. Samuet M., appointed Medical Interne at Manhattan State Hospital at 
Wards Island, N. Y., July 1, 1926. 

Pottock, Dr. Lewis J., appointed Professor of Neurology and Psychiatry at North- 
western University Medical School at Chicago, III. 

PritcHarD, Dr. WILLIAM B., addressed the Raleigh Academy of Medicine, November 27, 
1926, on Insanity and its Medico-legal Relations, at a supper given by Dr. Albert 
Anderson, Superintendent of State Hospital, Dix Hill, Raleigh, N. C. 

RapHaeE., Dr. THeopuite, First Assistant Physician at State Psychopathic Hospital at 
Ann Arbor, Mich., addressed the eighteenth annual meeting of the Detroit Society 
of Neurology and Psychiatry, and was elected President of same, October 7, 1926. 

Riccs, Dr. CHarLtes Evucene, Professor Emeritus of Nervous and Mental Diseases, 
University of Minnesota, addressed the regular meeting of the Minnesota Academy 
of Medicine, November 10, 1926, on Encephalitis. 

Rosie, Dr. THeopore R., appointed Medical Interne at Hudson River State Hospital at 
Poughkeepsie, N. Y., July 1, 1926. 


Rouwer, Dr. Curis., appointed Medical Interne at Manhattan State Hospital at Wards 
Island, N. Y., July 6, 1926. 
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Rowe, Dr. Joun T. W., First Assistant Physician at Manhattan State Hospital at 
Wards Island, N. Y., retired August 1, 1926. 

Sacus, Dr. BERNnarD, was reelected Vice-President of the National Committee for Mental 
Hygiene at the annual meeting, November 11, 1926. 

Satmon, Dr. THomas W., spoke at a symposium on Practical Aspects of Psychiatry 
held at the New York Academy of Medicine, February 17, 1927, his subject being 
The Place of Psychiatry in General Medical Practice. 

Sanpvers, Dr. Jason P., appointed Medical Interne at Manhattan State Hospital at 
Wards Island, N. Y., July 1, 1926. 

SaRTWELL, Dr. Ransom H., Superintendent of State Infirmary at Howard, R. L., 
appointed Superintendent of State Hospital for Mental Diseases at Howard, R. I. 

SaunpeErRs, Dr. Anny Maria PETERSON, appointed Acting Director in charge of Illinois 
State Psychopathic Institute for Research and Laboratory Work. 

Scumip, Dr. Henry Ernest, formerly on the staff of St. Vincent’s Retreat at 
Harrison, N. Y., died October 11, 1926, at his home at White Plains, N. Y., of 
chronic myocarditis and nephritis, aged 92. 

ScuumacHeER, Dr. Henry C., Psychiatrist at All-Philadelphia Child Guidance Clinic 
at Philadelphia, Pa., appointed Director of the permanent Cleveland Child Guidance 
Clinic at Cleveland, Ohio. 

Scuwartz, Dr. Henry, appointed Medical Interne at Manhattan State Hospital at 
Wards Island, N. Y., September 20, 1926. 

Scroccs, Dr. Josepnu, at one time Assistant Physician at Dixmont Hospital at Dixmont, 
Pa., died November 15, 1926, aged 74. 

Secat, Dr. Meyer E., appointed Medical Interne at Kings Park State Hospital at 
Kings Park, N. Y., August 9, 1926. 

Setinsky, Dr. HerMan, appointed Assistant Physician at Kings Park State Hospital 
at Kings Park, N. Y., July 9, 1926. 

Suronts, Dr. CLaupE Frank, formerly on the staff of the Kankakee, III., State Hospital, 
died December 27, 1926, aged 57, of diphtheria. 

S1rcMan, Dr. JoserH, appointed Medical Interne at Kings Park State Hospital at 
Kings Park, N. Y., September 13, 1926. 

Sma.titpon, Dr. Joun L., appointed Medical Interne at Hudson River State Hospital 
at Poughkeepsie, N. Y., July 1, 1926, and resigned September 18, 1926. 

Situ, Dr. Groves B., Assistant Neuropsychiatrist of Henry Ford Hospital at Detroit, 
Mich., was elected Secretary-Treasurer of Detroit Society of Neurology and Psy- 
chiatry at its eighteenth annual meeting, October 7, 1926. 

Situ, Dr. Mary H., Senior Assistant Physician at Willard State Hospital at Willard, 
N. Y., retired September 30, 1926. 

Sporn, Dr. AsraM, appointed Medical Interne at Middletown State Homeopathic 
Hospital at Middletown, N. Y., September 1, 1926. 

Stern, Dr. Wriii1am D., appointed Medical Interne at Kings Park State Hospital at 
Kings Park, N. Y., July 7, 1926. 

Sterne, Dr. Ben Z., Assistant Physician at Manhattan State Hospital at Wards Island, 
N. Y., resigned July 1, 1926. 

Stresic, Dr. Donatp L., appointed Medical Interne at Binghamton State Hospital at 
Binghamton, N. Y., July 2, 1926. 

Sytvester, Dr. Witttam Epwin, Physician in Charge of Knickerbocker Hall at Amity- 
ville, N. Y., died November 3, 1926, of heart disease, aged 71. 

Szoip, Dr. Eucene, Assistant Physician at Kings Park State Hospital at Kings Park, 
N. Y., resigned August 15, 1926. 

Tarumianz, Dr. M. A., Assistant Superintendent of Delaware State Hospital at Farn- 
hurst, promoted to Medical Director April 1, 1926. 

Taytor, Miss Erriz J., R. N., formerly of the Henry Phipps Psychiatric Clinic, Johns 
Hopkins Hospital, Baltimore, Md., appointed Professor of Psychiatric Nursing at 
the Yale School of Nursing, New Haven, Conn. 

Ter1TrerBauM, Dr. Micwaet, Medical Interne at Manhattan State Hospital at Wards 
Island, N. Y., resigned August 1, 1926. 
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Tompson, Dr. Cuarces E., Superintendent of Gardner State Colony at Gardner, Mass., 
elected Secretary of Massachusetts Society for Mental Hygiene. 

Tresout, Dr. Harry M., Assistant Psychiatrist of demonstration Child Guidance Clinic 
at Cleveland, Ohio, appointed Psychiatrist at the All-Philadelphia Child Guidance 
Clinic at Philadelphia, Pa. 

Tirrany, Dr. Witi1Am J., Director of Clinical Psychiatry at Kings Park State Hospital 
at Kings Park, N. Y., promoted to Superintendent October 20, 1926. 

VessiE, Dr. Percy R., Senior Assistant Physician at Gowanda State Homeopathic 
Hospital at Helmuth, N. Y., appointed Medical Director of Blythewood Sanitarium 
at Greenwich, Conn. 

Vorsau, Dr. Witttam H., First Assistant Physician at Lima State Hospital at Lima, 
Ohio, appointed Superintendent of Orient Branch of State Institution for the 
Feebleminded at Orient, Ohio, and later appointed Superintendent of Lima State 
Hospital. 

Wernaver, Dr. Hersert F., Medical Interne at Binghamton State Hospital at Bing- 
hamton, N. Y., resigned August 3, 1926, to accept a position in the Lenox Hill 
Hospital, New York City. 

Wetcnu, Dr. Georce O., Superintendent of Fergus Falls State Hospital at Fergus Falls, 
Minn., retired on account of ill health after thirty-four years service. 

Wuire, Dr. Wittiam A., Superintendent of St. Elizabeth’s Hospital at Washington, 
D. C., addressed the Child Study Association at the conference in Baltimore, Md., 
November 30, 1926, on The Increased Tendency of Mental Hygiene to Focus about 
the Child. 

Wi utams, Dr. Franxwoop E., Director, National Committee for Mental Hygiene, 
addressed the annual meeting of the Illinois Society for Mental Hygiene, Novem- 
ber, 18, 1926, on Problems of Adolescence. 

Witsey, Dr. Orvitte Jay, Physician in Charge of Long Island Home at Amityville, 
N. Y., died November 25, 1926, of heart disease, aged 72. 

Wi son, Dr. Witmer S., appointed Assistant Physician at Manhattan State Hospital at 
Wards Island, N. Y., July 17, 1926, and resigned August 16, 1926. 

Wimmer, Dr. Avcust, Professor of Psychiatry at the University of Copenhagen, 
Denmark, addressed a special meeting of the Harvard Medical Society at the 
Peter Bent Brigham Hospital on Epilepsy and Chronic Epidemic Encephalitis. 

Woopatt, Dr. Cartes S., appointed Physician to the Walter E. Fernald State School 
at Waverley, Mass. 

Worx, Dr. Husert, was inducted as President of the Associated University of 
Pennsylvania Clubs at a reception held in Philadelphia, January 9, 1926. 

Yates, Dr. DanieL, appointed Assistant Physician Norristown, Pa., State Hospital, 
January, 1927. 

Younc, Dr. Davin P., appointed Assistant Physician at Middletown State Homeopathic 
Hospital at Middletown, N. Y., July 30, 1926. 

ZuCKERMAN, Dr. BERNARD, Assistant Physician at Hudson River State Hospital at 
Poughkeepsie, N. Y., resigned August 12, 1926. 
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